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Collective Review 


A REVIEW OF 606 CASES OF UMBILICAL HERNIA 


L. DEAN GIBSON, M.D., Los Angeles, California, and 
MAX R. GASPAR, M.D., F.A.C.S., Long Beach, California 


| MEN OF ANTIQUITY were familiar with umbilical 
hernias and depicted them in their art works, 
both sculptured and drawn (Fig. 1). As in other 
types of hernias, no progress was made toward 
the relief and repair of umbilical hernias until 
the post-Listerian era of pioneering surgeons in 
the late nineteenth century. In 1892 Lucas- 
Championniere of Paris, the first to devise an 
open operation for umbilical hernia, described 
a vertical overlapping technique. This method 
was used widely until William Mayo in 1899 
described the now classic method of transversely 
imbricating the fascia, and surgeons accepted 
his method and began using it universally. Sub- 
sequently Stone modified the Mayo technique 
to include special reinforcing sutures at the an- 
gles of closure, but widespread acceptance of 
this revised method has not developed. Other 
proposed methods of repair of the fascial defect 
include transumbilical incision and reverse im- 
brication. Shackelford lists various flap tech- 
niques devised to cover the defect; however, 
the only other technique of repairing the fascia 
that has gained an appreciable following is the 
simple transverse (or vertical) approximation 
of the fascia. 


From The Los Angeles County General Hospital and the 
Department of Surgery, College of Medical Evangelists, Los 
Angeles, California. 
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Unlike other forms of hernia, there is scanty 
information in the literature concerning the rela- 
tive value of the various types of repair com- 
monly used for umbilical hernias. The authors of 
most texts (1, 10, 11, 26, 31) cite the work of 
Simmons, who in 1916 on the basis of a follow-up 
study of 30 Mayo repairs found the recurrence 
rate to be 10 per cent. One of the purposes of the 
present study is to furnish recurrence rate figures 
for each of the now popular methods of repair 
of this type of hernia. 


ANATOMY AND PATHOLOGY 


In the adult the normal linea alba (Fig. 2) 
consists of transverse interlacing tendinous fibers 
joining the two rectus compartments across the 
midline from the symphysis pubis to the xiphoid 
process. In the hypogastric region from the pubis 
superiorly the linea alba is very narrow, the rec- 
tus compartments almost fused in the midline. 
Mahorner noted that spontaneous hernia of the 
linea alba in this region is very rare. From a 
point varying from 5 to 7 centimeters below the 
umbilicus the linea alba widens gradually to 
about 2 centimeters and surrounds the scar of the 
umbilicus, continues upward, becoming slightly 
narrowed, so that at the level of the midepigas- 
trium and above to the xiphoid and costal car- 
tilages it is 1.5 to 2.0 centimeters wide. 
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Fic. 1. Relief carved on ancient Egyptian tomb (18th 
Dynasty) depicting an old man with an umbilical her- 
nia. From Laignel-Lavastine: Histoire Générale de la 
Médicine. Vol. II, p. 360. Paris: Albin Michel, 1936. 
(Photograph by J. Capart. Print supplied by The Well- 
come Historical Medical Museum). 


Invariably the linea alba is found to be wid- 
ened in patients with umbilical hernia, in some 
instances to 10 centimeters or more. The linea 
alba immediately above and below the umbilical 
defect is stretched and thinned which no doubt 
is the reason for the frequent observation of 
multiple hernial defects in this region at the time 
of surgery. The herniation never involves the 
rectus compartments. The small transverse ellip- 


tical orifices existing in the linea alba of the! 
epigastric region, pointed out by Callendar and” 
later emphasized by Anson and McVay, prob. 
ably enter into the formation of hernias immedi-} 
ately above the umbilical ring. Not only does the) 
linea alba become stretched, thin, and defective, 
but the small transverse orifices are enlarged) 
when stretched, and herniation of peritoneum) 
and abdominal contents can occur. Increased 
abdominal pressure secondary to obesity and/or 
pregnancy, decreased muscle tone aanianl 
with age, and the weakening effect of fat insinu- | 
ated between fascial layers contribute to the 
formation of umbilical hernias. Small fascial de- 
fects at the umbilicus may be circular, but larger 
ones are oval shaped. The widest portion lies in 
the transverse plane, no doubt because the net 
pull of the abdominal parietes is lateral. The 
edges of the hernial defect are made up of trans- 
verse fibers consisting of linea alba only. 

It is generally agreed that umbilical hernia of 
the infantile type, with a healed umbilical scar, is 
the result of a congenital defect. Most investi- 
gators (12, 21, 26, 30) believe that either the 
umbilical scar is defective or that there is a weak- 
ness present in the superior portion between the 
fascial ring and the fibrosed umbilical vein. Her- 
niation rarely occurs inferiorly because of the 
dense fusion of the obliterated hypogastric ar- 
teries, the urachus, and the inferior ring of the 
linea alba. In 1941 Jones found an exceptionally 
high incidence (80 per cent) of umbilical scar 
defects in otherwise normal Negro male infants. 

Umbilical herniations occur through fascial 
defects as do hernias in other locations, and con- 
sist of peritoneal sacs that contain abdominal 
viscera. An umbilical hernia sac lies directly be- 
neath or immediately inferior to the umbilical 
scar. Large umbilical hernias droop and often 
overhang in a subcutaneous position the lower 
portion of the hernial ring. For this reason large 
hernias are best approached with a supraumbili- 
cal incision and the fascial ring first explored 
superiorly or laterally. 


; 


MATERIAL 


The present study is comprised of 606 con- 
secutive cases of patients with umbilical hernia 
operated upon at the Los Angeles County Gen- 
eral Hospital during the decennium ending 1957. 
For purposes of analysis they have been divided 
into two major groups: (a) 198 infantile (con- 


genital) umbilical hernias and (b) 408 adult | 
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Fic. 2. Anatomy of the normal linea alba (A, B, C) and of umbilical hernia (D, E, F, G). 


(acquired) umbilical hernias. Omphaloceles are 
not included in this study. 

The hernias classified as infantile were ob- 
served soon after birth and extended into infancy 
and childhood. Those hernias persisting after the 
fifteenth year were considered adult in type and 
were included in the adult hernia study. All 
hernias, both infantile and adult, were classified 
according to their reducibility; and those irre- 
ducible were further grouped into classes of sim- 
ple irreducible umbilical hernias, irreducible ob- 
structed umbilical hernias, and irreducible stran- 
gulated umbilical hernias (Table I). Slightly 
more than half of the adult hernias were found 
to be irreducible, and hernias with fascial defects 
of 3 to 4 centimeters diameter were most often 
found to be irreducible. The ultimate classifica- 
tion of any hernia was suspected because of cer- 
tain obvious clinical signs, together with labora- 
tory and roentgenographic assistance in some 
cases, but the actual findings at the operating 
table established the exact diagnosis in each in- 
stance. The confusing term “incarceration” has 
not been used in any part of the classification or 


study. Criteria of strangulation are discussed un- 
der the section on strangulated hernia. 

Three types of operations were performed for 
repair of the adult (acquired) umbilical hernias 
(Fig. 3). The classical transverse imbrication of 
the fascia and peritoneum (Mayo) was used in 
160 cases, transverse approximation of the peri- 
toneum and fascia as a single layer in 205 cases, 
and vertical approximation of the fascia after 
closure of the peritoneum as in laparotomy 
wounds in 27 cases. In addition, 16 adult hernias 
were treated by disposition of the sac and con- 
tents and with incision, but no repair, of the con- 
stricting fascial ring. 

Most investigators dealing with hernia fol- 
low-up studies recognize that recurrences occur 
early, usually within a year of operation. For pur- 
poses of gaining information on the recurrence 
rate, only those patients successfully followed up 
one year or more are included in this analysis. 
Examination of the patient was made by a house 
staff officer in every instance. One hundred and 
one adults were followed up by examination 
from 1 to 9 years after surgery. One hundred and 
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Fic. 3. Three types of operation performed for repair 
of the adult (acquired) umbilical hernias: A, Imbrication 
(Mayo). B, Simple transverse approximation. C, Vertical 
approximation during closure of a laparotomy wound. 


fifty-one (75 per cent) infants and children were 
successfully followed up, 50 per cent for more 
than 5 years. Although the percentage of fol- 
low-up is not high in adults, this report includes 
data on a greater number of follow-ups of adult 
umbilical hernia than has heretofore been re- 
ported in all of the literature on umbilical hernia. 
Previously published reports of recurrence rates 
were made by Simmons in 1916 and by Ma- 
horner in 1940; the former followed up 39 cases, 
the latter 11 cases of adult umbilical hernia. 


INFANTILE (CONGENITAL) HERNIA 


One hundred and ninety-eight patients with 
infantile hernias were operated upon in the 10 
year period. All but 9 hernias were easily re- 
ducible and asymptomatic except for the swelling 
noticed by the parents or the patient, both when 
the patient strained and when he did not. Eight 
of the 9 irreducible hernias were uncomplicated 
except for their irreducibility. Only one was ob- 
structed, and none were strangulated. The sac 
contained omentum in 30 cases, omentum and 
small bowel in 12 cases, small bowel alone in 3 
cases, colon in 3 cases, and in 141 no viscera were 
found (Table II). In those patients with simple 
irreducible hernias either constant or intermittent 


TABLE I.—MATERIAL 


No. of 
Hernia classification patients 
CONE IGN 6 oc See cWeanndeawlnncs.ee 189 
Irreducible (1 obstructed)............... 9 
Adults: BONE ict. Seco eres pure dwanec 201 
soveducible (simple) )..5.. 5... 0.5.60.0c8 onasee 132 
Irreducible with intestinal obstruction... .. 31 
Irreducible with strangulated contents..... 44 
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pain was the universal complaint. Three had | 


nausea and vomiting. The single patient with | 


intestinal obstruction presented with cramping 


abdominal pain, obstipation, nausea and vomit- | 


ing, and findings of hyperperistalsis, distention, 
and succussion splash. 
The sex distribution was equal. One hundred 


and seventy-nine of the patients were Negro, 12 7 
were Caucasian, 2 were Mexican, and 1 was | 


Oriental. 

At surgery none of the patients required any 
procedure other than disposition of the sac and 
its contents and repair of the hernia. In several 
instances other hernias were repaired concomi- 
tantly. The large majority of the umbilical her- 
nias were repaired by vertical or transverse 
approximation of the fascia as illustrated in 
Figure 4, but 49 were imbricated as in the Mayo 
procedure. The most popular skin incision was 
the infraumbilical one, it being performed 147 
times. This incision is favored because it is placed 
below the hernial defect, and the sac can be 
dissected from below upward with relative safety 
to its contents. As mentioned earlier, the hernia 
usually extrudes from the superior portion of the 
umbilical ring. 

In the past, certain investigators (1, 10, 21, 31) 
have taken a firm stand and have set a minimum 
age limit for the operative repair of infantile um- 
bilical hernia, and this always after a more or less 
concentrated effort of conservative mechanical 
or strapping management. However, from the 
present study it is seen that the trend over the 
past 10 years has been toward early operative 
repair without preliminary strapping measures. 
Also, there has been no emphasis on nonoperative 
management in the pediatric departments, and 
there has been reluctance on the part of the 
pediatric surgeon to depend upon mechanical or 
taping devices for treatment. The authors agree 
with other investigators (9, 26) that an infantile 
hernia of 2 centimeters or more has very little 
chance of closing spontaneously and therefore 


TABLE II,—INFANTILE HERNIA SAC CONTENTS 


Contents of the sac Reducible Trreducible 
oo oss so Ke hed cin na wore a 141 0 
SD | ica. 5 
Omentum and small bowel............. 12 2 
NE OWEN BU oioi5 cee seiecenicvceee 3 2 

CN ere tere cree ee ee 9 
ES isk naive obtain Rae 189 9 
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should be repaired. The trend to close hernial 
defects less than 2 centimeters in diameter is 
evidenced by the fact that 55 per cent of the 
infantile hernias repaired in this series were 2 
centimeters or less. Also many umbilical hernias 
of 1 centimeter or smaller were repaired at the 
same time as an inguinal hernia, some in infants 
as young as 3 months. There were 87 patients 2 
years of age or less, and 80 per cent were less 
than 6 years of age. 

The size of the umbilical defect, the type of 
repair utilized, and the suture material employed 
are summarized in Table III. In every instance 
the surgery was of the umbilical scar-preserving 
type, and the umbilicus was tacked down to the 
closed fascia. 

Eight operations were emergencies; the re- 
maining 190 were elective procedures. 

Results. There were no deaths. There were 15 
(7.6 per cent) minor wound complications. One 
hundred and fifty-one patients were followed up 
1 to 9 years after surgery, and of these, 2 had 
recurrence of the hernia (1.3 per cent). Both 
had fascial defects of less than 2 centimeters; 
both hernias were repaired with a nonimbricated 
technique, one withcotton and the other with silk 
sutures. Neither patient had a drain in the 
wound, but one had a postoperative wound in- 
fection. The latter had recurrence in less than 
one year, the other in 18 months. Both hernias 
were repaired successfully at a second operation. 


ADULT HERNIA IN GENERAL 


During the decade covered in the study, 408 
adults with umbilical hernias were operated 
upon. They ranged in age from 16 to 91 years. 
The average age was 47, the mean 44. Seventy- 
eight patients (20 per cent) were 60 years of age 
or over. The sex incidence of the patients with 
umbilical hernia who were operated upon was 7 
to 1 in favor of females. Sixty-six per cent of the 
patients were described as either moderately or 
severely obese, and two-thirds of the entire series 
was comprised of females in the child-bearing 
age or in the fourth decade. Multiple pregnancies 
were the rule. One half of the patients were 
Caucasian and the other half were equally di- 
vided between Negro and Mexican. All patients 
had primary umbilical hernias except for 11 pa- 
tients with recurrent hernias. 

The symptom most commonly observed, next 
to the apparent umbilical swelling, was pain at 
the hernial site; however, if the hernia was stran- 
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Fic. 4. Methods of repair of infantile (congenital) um- 
bilical hernias. 


gulated, nausea and vomiting was even more 
constant than pain. 

Known herniation at the umbilicus existed in 
371 cases, but in 37 instances the hernia was un- 
known prior to admission. The majority of them 
had been present 5 years or longer; in almost all 
cases the patient had been aware of the hernia 
for at least 2 years. Fifty-six were known to be 
irreducible prior to entry (12.5 per cent). 

It is interesting to note that the diagnosis of 
intestinal obstruction or strangulation was missed 
preoperatively in about one-third of the cases. 


TABLE III.—INFANTILE HERNIA 


Diameter Transverse Vertical 
of ring No. repair repair Suture No. 
Under 2cm. 111 Approxi- Approxi- Silk 94 
mation mation 
fascial fascial 


edges 144 edges 5 


2 to 3cm. 59 Cotton 76 
3 to 4cm. 17 Mayo-type Imbricated 0 Wire 0 
imbrica- 
tion 49 
Over 4 cm. 11 Comb. _25 
Total 198 193 5 195 
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171 EMERGENCIES 
ALL DEATHS (17) 








6% PART OF 





237 ELECTIVE 
NO DEATHS 


Fic. 5. All of the deaths in this series occurred in 
patients having emergency operations. 


The roentgenographic diagnosis of these hernia 
complications was accurate only 60 to 70 per cent 
of the time. The errors were made in the group of 
recently irreducible hernias. Obesity was a com- 
mon preoperative complication and 85 per cent 
of the obese patients had the further complication 
of an associated disease. In descending order of 
frequency the complications were cardiovascular 
disease, diabetes, biliary tract and liver disease, 
and disease of the renal, pulmonary, and central 
nervous systems. The aged patients, 60 years old 
or more, accounted for the remaining preopera- 
tive complicating diseases. 

It is seen in Figure 5 that 171 patients were 
operated upon as emergencies and that all 17 
deaths occurred in this group. Thirty-four per 
cent of the patients with emergent conditions 
were judged to have either moderate or severe 
electrolyte depletion requiring correction pre- 
operatively. The emergency cases included all of 
the strangulated (44), all of the obstructed (32), 
and two-thirds (95) of the simple irreducible 
group. The remaining 237 patients were oper- 
ated upon electively, including 27 who had re- 
pairs at elective laparotomy for pelvic or other 
surgery. 

The trend in this hospital has been to repair 
more hernias with the nonimbricated technique 
than with the Mayo procedure. When large 
hernias were encountered, however, they were 
more frequently treated with the Mayo repair. 

Infraumbilical transverse skin incisions were 
used most often in this series. In adults, as well as 


children, the actual defect in the fascia of the 
linea alba was often 2 centimeters or less. The 
viscus most often found in the sac was omentum, 
followed next in frequency by omentum with 
bowel, small bowel only, and colon. In 4 cases 
the colon exhibited Richter’s phenomenon, and 
inversion of the wall was required in 3 instances. 
Surprisingly enough, only 13 bowel resections 
were necessary and none of these involved colon. 

Sixteen patients were treated by incision of the 
constricting umbilical fascial ring without sub- 
sequent repair of the hernia. These are discussed 
later. The remainder of the patients (392) were 
treated by appropriate disposition of the sac and 
its contents and repair of the hernia, 160 by the 
Mayo method, 205 by transverse approximation 
of fascia, and 27 as part of the closure of laparot- 
omy wounds. 

Number 24 cotton was used most often in the 
repair of the adult hernias, but 00 silk was used 
frequently also. Nonabsorbable sutures were 
used in all but 27 cases. These were repaired with 
0 or No. 1 chromic catgut during the closure 
of lower midline incisions for pelvic operations. 

There were 48 (12 per cent) wound complica- 
tions, which incidence compares with the fol- 
low-up studies of umbilical hernia reported by 
Miller and Bartlett, but is greater than the num- 
ber of wound complications following repair of 
inguinal hernia reported by Parsons and by Long- 
acre. Penrose drains were utilized in 25 per cent 
of all cases and left in the wound 5 days or less. 
Drains were used because of the presence of large 
undermined dead spaces, usually in obese pa- 
tients. Seventeen complications occurred in 
wounds that were drained. By subtracting all of 
the patients in whom strangulated hernia was a 
possible source of wound contamination, it was 
found that wound complications developed in 11 
per cent of all “‘clean”’ cases that were not drained, 
and of those that were drained, wound compli- 
cations developed in exactly the same propor- 
tion, (11 per cent). 

The wound complications encountered and 
other postoperative complications that occurred 
are tabulated in Table IV. 


STRANGULATED UMBILICAL HERNIA 


Forty-four (10 per cent) of the patients who 
were operated upon had strangulated umbilical 
hernias. Because of the criteria used for diag- 
nosis, this number is somewhat less than that re- 
ported by others (16, 20, 21). Complaints con- 
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sistent with early intestinal obstruction were 
most often encountered, the most common symp- 
toms being nausea and vomiting and irreduci- 
bility of the hernia. Generalized cramping or 
steady abdominal pain, together with pain at the 
hernial site, was present in 75 per cent of the pa- 
tients. Tenderness of the irreducible umbilical 
mass was usually present, and discoloration of the 
umbilical skin was seen frequently. One-third of 
the patients had general abdominal tenderness; 
but only a few had distention, hyperperistalsis, 
or succussion splash. Temperature and/or leuco- 
cyte elevation was present in the majority of 
instances. 

In all cases the patient had known the hernia 
existed, usually for several years. Fourteen (32 
per cent) of the patients had hernias they knew 
were irreducible for a considerable time before 
acute symptoms induced them to seek medical 
attention. 

The correct preoperative diagnosis of stran- 
gulation was made in only 65 per cent of the 
cases, the most common error being a diagnosis 
of simple irreducible umbilical hernia. This 
“down-grading” of the diagnosis did not often 
lead to serious delay because almost all sympto- 
matic irreducible hernias were operated upon 
emergently. Once the decision to operate was 
made, refinements of diagnosis were overlooked. 
Itis apparent, however, that strangulation would 
have been diagnosed more often if close attention 
had been paid to the symptoms and signs and 
the finding of leucocytosis in the patient with an 
irreducible umbilical hernia. It is obvious also 
that recent irreducibility of any umbilical hernia 
requires prompt surgery. The duration of symp- 
toms prior to surgery did not correlate with the 
presence or absence of nonviable bowel in stran- 
gulated hernias in a study by Laufman and 
Daniels in 1951. In an earlier study, Frankau in 
Great Britain showed no correlation between the 
duration of symptoms and the mortality, but 
many of the so-called strangulated hernias in- 
cluded in his study were simple irreducible her- 
nias or involved omentum only. In the present 
study 45 per cent of the patients with strangu- 
lated hernias were examined more than 60 hours 
after the onset of acute symptoms, and the find- 
ing of nonviable bowel and the deaths fall mainly 
into this 60-hour plus group (Fig. 6). In another 
study of umbilical hernia Miller and Bartlett 
found that 65 to 80 per cent of the patients pro- 
crastinated 3 or more days before seeking aid. 
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TABLE I1V.—POSTOPERATIVE COMPLICATIONS 
No. of Contributed 


Complication pts. to death 
WHE MINE. he sc cccccccsecneees 31 

I Noo 5oac5.s.0:9,4 armielo a wee 12 

WVOUMNIN OOM 3 6 cus ie cave esacewes 14 

WHOGGIE CIIIONS 5 5 sess soc ee eee ce ens 3 
EE Ee ee 9 7 
bE ER REAR CLES 7 4 
MUIR acre seccicecegeasarcee 2 3 
Cerebrovascular accident................ 4 4 
 , 2 
Renal insufficiency.................000+ 2 2 
Ng rire occ iy os svmaareaeas 2 2 
Sn RS eee ie ere 2 
Pulmonary emtloliat. .... . ... .. 0 cts cies 2 

Psychosis (alcoholic)... ...... 2.60. .0se00+ 1 


In 16 instances (36 per cent) nonviable bowel 
was found. Three of these were Richter’s hernias 
of the colon and were treated with inversion of 
the bowel wall. The remainder were nonviable 
small bowel segments, and these were resected 
with or without repair of the fascial defect. In 5 
of the patients with strangulated hernia viability 
of the bowel was uncertain, but the bowel never- 
theless was replaced intact without subsequent 
morbidity or mortality. The length and disposi- 
tion of the bowel segment, the operation per- 
formed, and the deaths are summarized in Figure 
7. It should be observed that all 3 patients with 
gangrenous loops longer than 30 centimeters 
died. This agrees with other reports (2, 8, 13). 
Of the 10 patients with-shorter gangrenous seg- 
ments, there were 3 deaths following resection 
and repair of the hernia (30 per cent). Of those 
with early strangulation but with viable bowel, 2 
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Fic. 6. In strangulated hernias nearly one-half of the 
patients delayed more than 60 hours after the onset of 
symptoms before coming to the hospital. The incidence 
of nonviable bowel and death was greatest in this group. 
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INVERTED HERNIOTOMY 


Vic. 7. Length of gangrenous bowel segment, opera- 
tion performed, and deaths in operations for nonviable 
bowel. 


died postoperatively (7 per cent). The over-all 
mortality then is 8 deaths resulting from 44 stran- 
gulations (18 per cent). In those patients requir- 
ing resection of bowel the mortality jumps to 46 
per cent. 


HERNIOTOMY 


Since 1935 several investigators (1, 10, 16, 30) 
have advocated simple incision of the constrict- 
ing fascial ring for obstructed or strangulated 
umbilical or incisional hernia when complicated 
by other diseases, age, or debility. In this so-called 
“‘bad-risk”’ patient no attempt is made to repair 
the hernia, the belief being that relief of the 
obstruction is life-saving and that the hernia 
remaining can be repaired electively at a more 
favorable time. 

During the 10 years of this study, 16 such 
operations were performed for similar indications. 
The ultimate fate of each patient is known with 
follow-up periods ranging from 1 to 9 years. 

Of the 16 patients, 4 died in the immediate 
postoperative period or within 30 days of surgery. 
Two of these deaths occurred from strangulated 
hernias with long segments of nonviable bowel, 
shock, and electrolyte depletion. The other 2 pa- 
tients died of their severe cardiac disease. Twelve 
patients, therefore, left the hospital with plans to 
have an elective repair of their hernia. However, 
only 2 hernias were repaired subsequently, one at 
laparotomy for hysterectomy, and the other fol- 
lowing closure of a colostomy. Nine of the re- 
maining 10 patients were followed up, and of 
these, 7 had many hospital entries for pain and 
incomplete or intermittent intestinal obstruction. 
Some had subsequent herniotomies for repeated 
strangulation or obstruction. One patient had 
four additional herniotomies. Five patients even- 
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tually died in the hospital of complications of 
umbilical hernia. Two others died of concomitant 
disease. Only 2 did well without repair of the 
hernia, but both have since died of cardiovascu- 
lar disease. Only one still lives of those who did 
not have a repair. Only one year has elapsed 
since her herniotomy, and although she has com- 
plaints that require out-patient visits, she is 
avoiding further surgery. 

It appears then, that herniotomy did not save 
the patient with gangrenous bowel or severe con- 
gestive failure. The immediate mortality was 25 
per cent. Clearly, 5 more patients subsequently 
died from complications of the hernia and their 
deaths must, therefore, be added to the over-all 
mortality of this procedure, which then totals 56 
per cent. The remainder of the patients, for one 
reason or another, avoided surgery, and most of 
them had disabling trouble with their hernia. 

Critical reappraisal of the indications for this 
operation is in order, and full responsibility must 
be assumed by the surgeon for subsequent repair 
of the defect. It is apparent that reoperation 
should be accomplished while the patient is still 
hospitalized, but possibly following successful 
therapy of any severe complicating disease. 


ANALYSIS OF THE MORTALITY 


The over-all mortality was 17 deaths in 606 
umbilical hernia operations, a mortality rate of 
2.8 per cent. Considering the children alone, the 
mortality was nil, since all of the deaths occurred 
in the adult group. Mortality, then, for the um- 
bilical hernia operations in the adults was slightly 
more than 4 per cent. All deaths but one (age 47) 
occurred in patients over 50 years of age, the 
average age being 69 years (mean 63 years). 
These mortality data agree with other reports 
(13, 25, 29, 30) concerning operations for hernias 
in the aged or “‘bad-risk” patients. Of the pa- 
tients who died postoperatively, 14 (82 per cent) 
had serious complicating diseases. 

All of the deaths occurred in patients having 
emergency operations (10 per cent), and in all 
but 2 patients the diagnosis was obstructed or 
strangulated umbilical hernia. One exception 
was a patient who, at age 81, ill-advisedly had 
a total of three hernias repaired, including a 
reducible umbilical hernia repaired at the time 
of emergency surgery for an irreducible, but not 
otherwise complicated, inguinal hernia. The 
other death involved a reducible umbilical her- 
nia occurring in a 51 year old severely ill male 
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with an aortic embolism secondary to rheumatic 
heart disease. He expired 24 hours after an aortic 
embolectomy and the incidental repair of his 
umbilical hernia. Strictly speaking, this last 
death could be omitted from the study, but is 
included nevertheless. 

A very high percentage of patients operated 
upon who later died were admitted in moderate 
or severe water and electrolyte depletion. Five 
were judged to be in severe depletion, 2 arriving 
at the hospital in shock. In spite of plasma, whole 
blood, and replacement electrolytes, these 2 
died. One had a herniotomy following bowel 
resection under local anesthesia and the other 
was treated by small bowel resection and repair 
of the hernia under cyclopropane anesthesia. 
The other 3 patients had severe depletion and 
were inadequately treated preoperatively. Two 
of them underwent small bowel resections, and 
all 3 had hernia repairs. 

The authors agree with other investigators 
(2, 7, 25, 29) that there should be no delay in 
the treatment of strangulated hernias; however, 
it is strongly held that no patient should be 
subjected ito an anesthetic or the trauma of 
surgery while in shock or in a severely depleted 
state. When this state is recognized preopera- 
tively, plasma, plasma expanders, or whole 
blood can be started immediately on entry while 
the necessary preoperative work-up and operat- 
ing room arrangements are in progress. 


RECURRENCE (ADULT TYPE) 


One hundred and one adult patients who had 
repair of an umbilical hernia were followed up 
by examination for 1 to 9 years, the average 
length of follow-up being 4 years. The difficulties 
encountered in tracing patients of a metropolitan 
charity hospital are well known. Eighty-five of 
the patients had repair of the umbilical hernia 
as a primary procedure. There were 7 recur- 
rences in this group (8.2 per cent). The actual 
recurrence rate is probably much lower because 
of the tendency of the satisfied charity patient 
not to return to the clinic. Of 40 hernias repaired 
by the classical Mayo technique, 3 recurred 
(7.5 per cent). Of 45 hernias repaired by simple 
transverse approximation of the fascia, 4 re- 
curred (9.0 per cent). Of the 16 patients traced 
who had umbilical hernia defects repaired at 
the time of closure of a lower midline laparotomy 
wound, 6 had recurrences (37 per cent). The 
total recurrence rate was 13 per cent. 
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It is apparent then that the greatest incidence 
of recurrence followed an attempt at repair 
during closure of a laparotomy wound, especially 
when catgut sutures were used. The lowest re- 
currence rate followed the classical Mayo tech- 
nique. Although the rate of recurrence after 
simple transverse approximation of the fascia 
was comparable to that following the imbricated 
method, it is significant that the Mayo tech- 
nique was usually used in the more difficult 
cases and in those with the largest hernial 
defects. 


Gibson and Gaspar: UMBILICAL HERNIA 


SUMMARY 


1. Six hundred and six patients with umbilical 
hernias were operated upon at the Los Angeles 
County General Hospital during a 10 year 
period. The hernias were classified as infantile 
(congenital) umbilical hernias and adult (ac- 
quired) umbilical hernias. 

2. Umbilical defects occurring in children 
are due to a weak umbilical scar or failure of 
fusion of the fascial ring with the fibrosed um- 
bilical vein. In adults the widening and stretch- 
ing of the linea alba due to specific acquired 
causes accounts for herniation later in life. 

3. There were. no deaths in the 198 patients 
with infantile-type hernias, and regardless of the 
method used to close the fascial defect, the re- 
currence rate was low (1.3 per cent). 

4. Three types of umbilical hernia repair were 
performed in adult patients. When umbilical 
hernia repair was the primary operation, the 
recurrence rate was 8.2 per cent. The majority 
of the hernias were repaired by simple trans- 
verse approximation (nonimbricating) of the 
fascial defect. The recurrence rate was 9.0 per 
cent. Imbrication of the fascia transversely 
(Mayo operation) was preferred for the larger 
hernias. The recurrence rate was least (7.5 per 
cent) after repair with the Mayo technique and 
greatest (37 per cent) when umbilical hernias 
were repaired secondary to closure of lower 
midline laparotomy wounds. Nonabsorbable 
sutures are recommended. 

5. Herniotomy only, with no repair, is con- 
sidered a poor operation and must be critically 
re-evaluated by surgeons. If herniotomy is done, 
the patient should have the defect closed sub- 
sequently, preferably during the same_hos- 
pitalization. 

6. In 11 per cent of the noncontaminated 
wounds resulting from repair of nonstrangulated 
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umbilical hernias a wound complication de- 
veloped. The value of drains in such wounds is 
not established since an equal number of wound 
complications occurred in those wounds drained 
and in those wounds not drained. 

7. Adult umbilical hernia can be a lethal 
disease. There was a mortality rate of 4 per cent 
in those patients requiring surgery. There was 
no mortality after elective repair. Strangulated 
hernias with nonviable loops of bowel account 
for the high mortality rate of umbilical hernia 
surgery. For strangulated hernia the mortality 
was 18 per cent, but it increased to 46 per cent 
when bowel resection was necessary. Long seg- 
ments of gangrenous bowel are more lethal than 
shorter ones, and delay by the patient in seeking 
medical care accounts for a significant increase 
in mortality. For these reasons the authors rec- 
ommend elective repair of umbilical hernias in 
all patients older than one year. 
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ABSTRACTS OF CURRENT LITERATURE 









SURGERY OF THE HEAD AND NECK 


HEAD 


A Case of Sheehan’s Syndrome with Almost Complete 
Bilateral Internal Carotid Occlusion. Kenneru FE. 
I’. Hopps. Guy’s Hosp. Rep., Lond., 1959, 108: 87. 

THE AUTHOR reports a most interesting case of bi- 

lateral internal carotid occlusion due to thrombosis, 

which may have been the cause of the typical findings 
of hypopituitarism. A 7 year history of episodes of 
severe headache followed by amenorrhea and weak- 
ness is described. The hormone excretions in the urine 
were studied and the findings were characteristic of 
an abnormally low pituitary output. Bilateral carotid 
arteriograms revealed complete obstruction of the in- 
ternal carotid just above the common carotid bifurca- 
tion on the right side, while on the left, marked nar- 
rowing was noted with almost complete obliteration 
beyond the cavernous sinus. The patient underwent 

a right internal carotid thromboendarterectomy and 

was treated with prednisolone postoperatively. ‘The 

patient’s condition improved rapidly, but repeated 
arteriograms had not been done at the time of this 
case report. 

A discussion of Sheehan’s syndrome of hypopitui- 
tarism is included in this interesting article and cer- 
tainly the case reported is one of lowered pituitary 
function as outlined by Sheehan and Summers. In a 
discussion of the arterial circulation of the pituitary 
gland, the author describes carefully the injection 
studies of other investigators which reveal the very 
likely possibility that decreased internal carotid circu- 
lation results in pituitary fibrosis. Even if there is reflux 
of blood from the circle of Willis, the author believes 
that marked reduction in pituitary supply results from 
decreased blood flow through the right superior and 
inferior hypophysial vessels, which are branches of 
the internal carotid. 

Several case reports are quoted in which hypo- 
pituitarism was proved by autopsy and in which no 
definite etiologic factor was ever found, although one 
of the patients died from what was thought to be 
“cerebral embolism.” The possibility of decreased 
circulation to the pituitary is discussed with regard to 
these case reports. Mention is also made of the possible 
symptoms and signs that accompany cerebral changes 
in patients with decreased internal carotid circulation. 
The lack of serious neurologic changes is certainly a 
common occurrence, according to the authors quoted 
who had surveyed cases of bilateral internal carotid 
occlusion. Thus an interesting correlation is drawn 





between pituitary function and internal carotid circu- 
lation that should stimulate further investigative work 
in this field. —William R. Nelson, M.D. 


EYE 


Experimental Investigations on Uptake of Radio- 
active Phosphorus in Ocular Tumors, Cuarves I. 
‘Tuomas, Mary Sue Bovincron, W. J. MacIntyre, 
HeLen Harrinotron, and J. P. Sroraasii. Arch. 
Ophth., Chic., 1959, 61: 464. 


THE AUTHORs report the results of their investigations 
on the uptake of radioactive phosphorus (P*) in ex- 
perimental ocular tumors. An attempt is made to 
correlate these results with the clinical findings in 
order to place this diagnostic method on a firmer basis, 
to define the indications of the method, and possibly 
to obtain more information about the behavior of 
malignant lesions of the eye, information which might 
prove valuable from a therapeutic point of view. 

Their investigations consisted of (1) comparison of 
uptake of radioactive phosphorus in normal ocular 
tissue and in experimental eye tumors; (2) study of 
the effect of vascularity on the radioactive uptake in 
neoplastic, inflammatory, and normal ocular tissue; 
and (3) correlation of the uptake of radioactive phos- 
phorus with cellular structure and study of the metab- 
olism of phosphorus and its intracellular distribution. 

The validity of the P* test is due to the fact that 
the radioactive phosphorus is metabolized by neo- 
plastic tissue at a more rapid rate than by normal 
tissue. The increased radioactive output (recorded by 
Geiger probe over the neoplasm) is due to physio- 
pathologic changes, namely, the more rapid turnover 
of P® by the neoplastic cells, which, growing more 
rapidly and being in greater number, utilize phos- 
phorus more rapidly. 

Tissue geometry and vascularity may account for 
significant differences in P* readings obtained at 
various points of the same tumor. 

The uptake of radioactive phosphorus in all tumors 
studied was much higher in neoplastic than in normal 
tissue. The curves of counts per minute, plotted against 
the time of observation, presented an initial rapid rise 
with a maximum reached in 10 to 12 minutes after 
the injection of monosodium acid phosphate followed 
by a decline which extended over several days. The 
blood levels of P*? were high during the initial rise and 
these counts appeared to be dependent mainly on 
tissue vascularity. 
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The effect of vascularity upon uptake was deter- 
mined by comparing the radioactive phosphorus 
uptake of a vascularized inflammatory lesion with 
that of normal tissue; by perfusion studies on eyes con- 
taining neoplasms in the anterior chamber; and by 
comparative measurements of uptake of P®? and iodin- 
ated ['! serum albumin taken over tumor tissue, 
normal tissue, and blood. The difference in P* distri- 
bution in blood (decreasing) and that in in vivo P® 
curves indicates the accumulation of P* in the tumor 
tissue. 

The authors evaluated the radioactivity in separate 
fractions of phosphorus at various intervals after in- 
jection. They found that during the first 2 hours most 
of the P*? was accounted for as inorganic phosphate; 
after 24 to 96 hours, the P®? had been distributed into 
various organic phosphorus compounds. The in- 
creased radioactivity in the neoplastic tissue appears 
to be due to the high vascularity (making available 
inorganic phosphorus of high specific activity), the 
high amount of phosphorus-containing compounds 
in the tumor, and the rapid rate of synthesis of these 
compounds. — Joshua Kuckerman, M.D. 


Distensibility of the Human Eye. J. GLoster and E. S. 
Perkins. Brit. 7. Ophth., 1959, 43: 97. 


THE RELATIONSHIP between changes in pressure and 
changes in volume within the eye is a matter of prac- 
tical importance in the calibration of tonometers and 
in tonographic calculations. The coefficient of ocular 
rigidity (K) proposed by Friedenwald (1937) has 
been employed for these purposes. However, the 
authors and other investigators have found that this 
coefficient is not a constant but that it varies with the 
intraocular pressure in the eyes of rabbits and of cats. 
The values of K in these animals increased markedly 
as the intraocular pressure increased. It is, therefore, 
important to determine whether the coefficient of 
rigidity of human eyes is similarly dependent upon 
the intraocular pressure. According to MacDonald 
(1955) scleral rigidity is inversely related to intra- 
ocular pressure in living human eyes, and according 
to McBain (1957) the rigidity of enucleated human 
eyes decreased as the intraocular pressure increased. 

The observations of the authors are in general 
agreement with these findings. They used two meth- 
ods for determining ocular rigidity, the “volumetric” 
method and their adaptation of the tonometric meth- 
od. The latter is different from the usual differential 
tonometric method using two weights, which was 
found to be unreliable. 

From their study of the distensibility of dead human 
eyes, the authors conclude that the coefficient of ocu- 
lar rigidity (K) decreases as the intraocular pressure 
increases. A considerable individual variation in K 
values, from 0.012 to 0.027, was found at an intra- 
ocular pressure of 25 cm. of saline in a series of 11 
eyes. These findings are important in relation to 
tonometry and to tonography. aa 

— Joshua Zuckerman, M.D. 


Keratoplasty for Keratoconus. B. TowNLey Paton and 
GERALD Swartz. Arch. Ophth., Chic., 1959, 61: 370. 


THE USE OF KERATOPLASTY for cases of keratoconus is 
advocated by the authors. This procedure is especially 


indicated for cases in which satisfactory vision cannot 
be obtained by means of contact lenses, in which con- 
tact lenses cannot be worn, or in which the disease is 
progressing rapidly. 

The high percentage of clear grafts, the excellent 
corrected vision, and the presence of myopia and 
astigmatism that can be readily corrected by lenses 
confirm the view that keratoplasty is a successful treat- 
ment for keratoconus. 

Proper surgical technique is of extreme importance 
in assuring clarity of the graft and in minimizing the 
postoperative error of refraction because even slight 
tilting of the graft results in astigmatism and myopia. 
Tilting may be avoided by directing special attention 
to the placing of the trephine exactly at right angles 
to the cornea, placing the graft in an area of reason- 
ably thick cornea to maintain a good position, and 
fixing the graft firmly to the cornea of the host utiliz- 
ing the aid of a plastic guard. 

The authors analyze the results of their kerato- 
plasties for keratoconus in a series of 109 eyes of 81 
patients. (In 95 cases the grafts were 6 mm. in diam- 
eter and in 14 cases they were 7 mm. in diameter). 
The graft remained clear in 103 cases, that is, in 94 
per cent of the cases. The corrected vision was 20/30 
or better in 77 eyes (74.7 per cent) and 20/50 or better 
in 96 eyes (93.2 per cent). The average correction 
after operation was —2.58 combined with 4.95 X—. 

The 6 mm. rather than the 7 mm. graft seems defi- 
nitely preferable in nearly all instances because 
myopia and astigmatism were slightly lower following 
the use of the former. The 7 mm. graft should be re- 
served for cases of very large keratoconus or of un- 
usual corneal thinness. The high cylindrical correction 
was well tolerated by most patients and only a few 
patients required contact lenses. 

— Joshua Kuckerman, M.D. 


Keratoplasty for Fuchs’ Dystrophy. B. Town ey 
Paton and GERALD Swartz. Arch. Ophth., Chic., 1959, 
61: 366. 


THE USE OF KERATOPLASTY is advocated for cases of 
Fuchs’ dystrophy of the cornea. A 7 mm. lamellar 
graft was used in one case; partial penetrating grafts 
of 6 mm. were used in all the other cases. 

The results seem to be more dependent on the stage 
of the disease than on the size of the graft. In a series 
of 20 eyes, 12 of which were classed as cases of early or 
of moderate dystrophy and 8 as cases of advanced 
dystrophy, clear grafts were obtained in 14 (70 per 
cent). 

The grafts were clear in an average of 11.4 months 
after keratoplasty and the visual improvement was on 
a high level. In 3 earlier cases with preoperative vision 
between hand movements and 15/400, vision of 20/40 
to 20/70 was maintained for from 3 to 4 years after 
operation. 

Unfortunately, corneal grafting seems to hasten the 
development of incipient lens changes. In over one 
half of the cases associated cataracts developed. More- 
over, the results of cataract extraction after kerato- 
plasty are irregular and are frequently followed by 
clouding of the corneal graft. 

In an analysis of their results with keratoplasty in 
Fuchs’ dystrophy the authors emphasize that the 
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grafts remained clear in a very high proportion (83.4 
per cent) of cases of early and of moderate dystrophy, 
and in a smaller proportion (50 per cent) of advanced 
cases. 

The authors recommend the use of penetrating 
grafts rather than lamellar grafts for cases of endo- 
thelial disease. — Joshua Zuckerman, M.D. 


EAR 


Epidermoid Cholesteatoma and Cholesterol Granu- 
loma, Experimental and Human. I. FRIEDMANN. 
Ann. Otol. Rhinol., 1959, 68: 57. 


THE TERM, CHOLESTEATOMA, is one that has the ad- 
vantage of long familiarity but the disadvantage of 
misdirection. The role of cholesterol in these lesions 
remains uncertain, and their neoplastic nature is 
problematic. Various improvements in terminology 
have been suggested; the author advocates the reten- 
tion of the term, cholesteatoma, to underline the clin- 
ical importance of the condition, but couples with it 
the word, epidermoid, as an indication of the matrix 
and principal histologic component of the lesion. The 
full term, epidermoid cholesteatoma, is to be limited 
to this important lesion of the ear and does not neces- 
sarily imply any association between the lesion and 
cholesterol. 

The histogenesis and nomenclature of epidermoid 
cholesteatoma and cholesterol granuloma are recon- 
sidered in the light of recent experimental work. 
Epidermoid cholesteatoma is formed by keratinizing 
stratified squamous epithelium showing hyperkera- 
tosis, with or without elements of the original mucous 
lining; the cyst-like structure contains pus and the 
products of keratinization. Epidermoid cholesteatomas 
are sometimes of congenital origin. Implantation of 
squamous epithelium occasionally leads to their for- 
mation (e.g. in temporal bone fracture, mastoid cavi- 
ties, and tympanoplasties). Squamous metaplasia of 
the normal, flat, endothelial-like mucosa of the mid- 
dle ear spaces is a common, although disputed, ex- 
planation of epidermoid cholesteatoma; but, in other 
areas where squamous metaplasia occurs and in the 
author’s experimental animals in which infection- 
induced squamous metaplasia in the middle ear was 
produced deliberately, keratinization has not been 
observed. 

The immigration theory, strongly supported by 
studies of humans and experimental animals, is that 
in-growth of keratinizing epithelium occurs through 
a perforated drum. The antagonists of this theory 
point to the cases in which cholesteatoma is present 
behind an intact drum, an observation difficult to 
make with certainty. Another associated variety of 
middle ear lesion recognized for many years and often 
described as cholesteatoma or black cholesteatoma 
can only be identified histologically and consists of 
cholesterol crystals surrounded by foreign body giant 
cells and granulation tissue. The author advocates the 
use of the term, cholesterol granuloma, for this con- 
dition. 

Epidermoid cholesteatoma and cholesterol granu- 
loma can occur together. The author describes part 
of his experimental work designed to produce these 
two types of lesions; cholesterol granulomas were ob- 
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served in the bullae of guinea pigs after the injection 
of sterile suspensions of cholesterol crystals into their 
middle ears. Attempts to produce squamous meta- 
plasia in the bullae of guinea pigs by intra-aural ap- 
plication of cholesterol or by systemic injections of 
estrogens have failed but will be continued. 

—John R. Lindsay, M.D. 


Permanence of Hearing Results 10 to 17 Years After 
Fenestration for Otosclerosis. GEoRGE A. HILLEMAN 
and GreorcE E. SHAMBAUGH, JR. Arch. Otolar., Chic., 
1959, 69: 136. 


THE AUTHORS have reported on the permanence of 
hearing results 10 to 17 years after fenestration for 
otosclerosis. In a previous study by Adin and Sham- 
baugh of 390 patients, 70 per cent had a significant 
hearing improvement for periods varying from 5 to 10 
years. Campbell also reported the cases of 200 pa- 
tients followed up for 5 years or more and 65 per cent 
of them had a practical level of hearing of 30 decibels 
or better. 

The current study comprised 690 patients who had 
fenestration operations and were followed up for 10 
years or more after the initial operation. The tech- 
niques emphasized were continuous irrigation, endo- 
chondralization of the bone, and the use of the oper- 
ating microscope for the fenestra. Ten years or more 
after operation 43 per cent of all types of cases ac- 
cording to suitability were still above the 30 decibel 
level of practical hearing. In terms of significant im- 
provement rather than success, the hearing of 86 per 
cent of the 690 patients had improved 10 to 17 years 
postoperatively. One case was reported in which there 
was apparent closure of the fenestra with a concomi- 
tant drop in hearing to the preoperative level 7.5 
years postoperatively. Bony closure of the fenestra 
was encountered in only 2 cases more than 2 years 
postoperatively. The authors point out the dependa- 
bility and permanence of the hearing improvement in 
the majority of fenestration operations. 

—Donald k. Lewis, M.D. 


NOSE AND SINUSES 


Reconstruction of the Nose by the Scalping Flap 
Technique. JoHN Marguis Converse. Surg. Clin. N. 
America, 1959, 39: 335. 


THE HIsTORY of nasal reconstruction is reviewed. At- 
tention is called to the unsatisfactory results obtained 
before surgeons realized that adequate nasal lining 
should be provided by flap or graft. 

Forehead and scalp flaps may be delayed by a sim- 
ple outlining incision because the blood supply to the 
area is from circumferential rather than perforating 
vessels. 

The technique of complete or partial nasal recon- 
struction by use of the scalping flap is well illustrated 
in the article. Any additional lining that is needed 
can be provided by adjacent flaps or a median fore- 
head flap. The permanent defect on the frontalis mus- 
cle is covered with a full thickness postauricular or 
supraclavicular graft. The temporary defect on the 
pericranium is covered with a split graft. A scalping 
flap can be used in conjunction with a composite 
auricular graft. 
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A reconstructed nose that needs support has it pro- 
vided by secondary implantation of iliac bone or 
costal cartilage. 

The advantages of forehead flaps over distal flaps 
for nasal reconstruction include desirable texture and 
color, good blood supply, and avoidance of uncom- 
fortable positions for the patient between the stages of 
the operation. —W. C. Huffman, M.D. 


Composite Ear Grafts for Construction of Columella. 
Ropert J. Meape. Plastic @ Reconstr. Surg., 1959, 23: 
134. 


AFTER reviewing the previously described techniques, 
the author describes a procedure for lengthening the 
columella when it has remained short following the 
correction of unilateral or bilateral cleft lip. After 
preparation and elongation of the columella it is 
grafted with composite skin and cartilage that is 
excised in the form of an appropriately sized wedge 
from the helix of the pinna. The resulting defect in the 
pinna is closed by direct approximation and, in the 
author’s cases, no significant alteration in the final 
appearance of the ear has been noted. The technique, 
which is illustrated step-by-step by lucid diagrams, has 
advantages over previously described methods in that 
it is a one-stage operation, the resulting color-match 
of the graft is good, and no appreciable deformity is 
produced at the donor site. 


— John R. Lindsay, M.D. 


MOUTH 


Carcinoma of the Floor of the Mouth. WitiiaM F. 

MacFEeE. Ann. Surg., 1959, 149: 172. 
AFTER RELYING mainly upon irradiation for many 
years, the author states that the majority of cancer 
clinics have gradually returned to operation as the 
most effective means of treating most forms of cancer. 
In the exceptional early and small carcinoma favor- 
ably situated it is frequently possible to carry out a 
thorough excision of carcinoma of the floor of the 
mouth by the intraoral route without surgical dis- 
turbance of the face, neck, or the mandible. Access to 
the tumor is secured by the use of a unilateral mouth 
gag of the Denhartz type, applied on the side of the 
mouth opposite to that of the tumor, and by means of 
traction sutures which are placed in the margin of the 
tongue. The sutures are used to draw the tongue for- 
ward and assist in exposing the tumor. It then becomes 
possible to excise the tumor with sufficient margin 
and without excessive bleeding or trauma. The re- 
sidual wound, usually elliptical in shape, can be closed 
by primary suture as a rule. Prompt healing follows 
and no significant deformity or disability is produced. 

Carcinomas of larger size situated in the middle or 
posterior third of the floor may be approached by 
mobilizing and turning back the cheek to give direct 
access to the lesion. ‘The skin incisions for this ap- 
proach are outlined. The lower lip is divided at or 
near the midline, and the incision is extended, first, 
downward to the level of the hyoid bone, then later- 
ally on the neck in a line parallel to the mandible. The 
area so outlined is then raised as a flap, which consists 
of skin, subcutaneous fat, and platysma, and is dis- 
sected up from the neck and the mandible. As the 


dissection proceeds, the mucous membrane of the lip 
and cheek is cut through along the line of its reflection 
on the alveolar process of the mandible. This pro- 
cedure provides an adequate approach to most of the 
tumors situated in the lateral and posterolateral por- 
tions of the floor of the mouth. It is particularly useful 
in tumors which, though unfavorably situated, are not 
widely invasive, and is especially applicable to eden- 
tulous patients. It may also be employed advanta- 
geously in patients whose teeth remain. If neck dissec- 
tion is to be carried out at the time of excision of the 
primary tumor, the incision made in the neck to gain 
access to the tumor can be utilized to expose the 
lymph node areas. After the operation is finished, the 
wound is closed, and little deformity or disability 
remains. 

The surgical approach to lesions also involving the 
tongue and the mandible is briefly discussed. 

The author lists several principles which should 
serve as a guide when considering a neck dissection in 
patients. A lymph node dissection of the submental 
triangle and the anterior and posterior cervical trian- 
gles on the side of the primary tumor should be car- 
ried out in all cases of carcinoma of the floor of the 
mouth, regardless of whether there is clinical evidence 
of involvement. 

If the lymph nodes removed from the side of the 
primary tumor show metastasis, the nodes of the ante- 
rior and posterior triangles on the opposite side of the 
neck should also be removed. 

If the nodes on the side of the primary tumor do not 
show metastasis, dissection of the opposite side of the 
neck may be omitted, at least temporarily, unless the 
tumor lay partly in the midline or extended to the 
midline. 

If the primary tumor crossed the midline or ex- 
tended to the midline, the neck dissection should in- 
clude the submental triangle and the anterior and 
posterior triangles on both sides of the neck. 

It should be remembered that the absence of meta- 
static tumor in the lymph nodes on the side of the pri- 
mary lesion is not assurance that the nodes on the 
opposite side also are free of tumor. 

From the statistics available on cancer of the floor 
of the mouth and tongue it appears that approxi- 
mately one-third of the patients without metastasis 
survive and are free from recurrence for 5 years or 
more after surgical treatment, whereas the 5 year 
survival rate of those with metastasis is approximately 
one-sixth, or less. Ward and Hendrick, in 1950, esti- 
mated the over-all 5 year salvage, as reported by sev- 
eral authors, to be about 25 per cent. 

— John 7. Ballenger, M.D. 


Cancer of the Tongue; A General Evaluation and 
Therapeutic Principles (Le cancer de la langue; 
étude d’ensemble, principes thérapeutiques). M. 
DarGEnT, M. Mayer, and P. Berton. Ann. chir., Par., 
1959, 13: 135. 


THIS REPORT is limited to epithelial tumors of the 
mobile portion of the tongue and includes only those 
neoplasms which originated in this portion and sub- 
sequently spread to the floor of the mouth, to the 
lateral portion of the lingual base, and to the glosso- 
palatine fossa. The material (580 cases) is divided 
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into 74 first stage tumors, that is, growths of less than 
2 cm. in diameter; 247 second stage tumors, growths 
of more than 2 cm. in diameter, but not extending 
beyond the tongue, or, when marginal in location, 
beyond the midline of this organ; and 259 third stage 
tumors, growths involving more than two-thirds of 
the tongue and extending to the neighboring tissues. 

The authors believe that the irritation from spicules 
of bad teeth and from bad dentures plays a greater 
role in the causation of cancer of the tongue than 
does tobacco. Their studies indicate a decline in the 
incidence of lingual cancer in the male after the age 
of 60 years, while in the female the incidence con- 
tinues to rise after this age period. A general decrease 
in the incidence of lingual cancer is admitted by the 
authors. The lower incidence is ascribed to the de- 
crease in the prevalence of syphilis, the general, bet- 
ter care of the teeth, and the lessened prevalence of 
alcoholism. 

With regard to early recognition of cancer of the 
tongue (precocious diagnosis), the authors find it 
of the greatest value in the lesions which are less than 
a year old; after the initial period of 1 year, lingual 

cancer assumes a slower rate of growth and, as a 
consequence, presents a better prognosis. 

The treatment has been varied. Since 1940 there 
has been a tendency to combine radium with roent- 
gen therapy and surgery in the form of systematic 
excision of the cervical lymph node system and in 
1942 extensive surgical intervention was introduced. 
So far the authors’ best results (60 per cent of 5 year 
survivals) have been obtained, in a selected group of 
patients, by the combination of radium-roentgen 
therapy and systematic removal of the regional 
lymphatic tissues. These tissues were removed 
whether or not they showed evidence of invasion by 
the neoplasm. On the whole, excluding certain 
measures which were merely of palliative nature and 
cannot yet be evaluated, four main types of treat- 
ment of the local lesion were utilized: (1) surgery or 
electrosurgery, 79 cases; (2) radium (infixation of 
radium needles, associated occasionally with a ra- 
dium-bearing mold), 96 cases; (3) radium plus 
roentgen therapy, 184 cases, and (4) radium-roentgen 
therapy with removal, or immediate coagulation of 
the cicatrix (for the cases with continued evolution; 
not for the recurrences), 64 cases. 

For each of these categories the authors distinguish 
3 series: (1) treatment of the lesion only, 241 cases; 
(2) treatment of the lesion associated with systematic 
removal of the lymphatic tissues, 113 cases; and (3) 
treatment of the lesion and exeresis of necessity, that 
is, those instances in which invasion of the regional 
lymphatic system was known or suspected, 177 cases. 

For these methods of treatment, other than the 60 
per cent of 5 year survivals cited, the results have not 
been fully determined. In particular, the results to be 
expected from the newer, more radical operations, 
from the irradiation, and from the combination of 
these methods are in need of further study. There is 
need for close collaboration between the surgeon and 
the radiologist. The authors warn that the presence 
of recurrence is at times hard to distinguish from 
ulceration and necrosis due to radiation. In these in- 
stances further irradiation should not be adminis- 
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tered; indeed, when there is any evidence of failure of 
the irradiation, surgical intervention should be car- 
ried out before the doses of irradiation are so heavy 
that they prevent the institution of other forms of 
treatment. — John W. Brennan, M.D. 


Chemical Burns of the Mouth, Pharynx, and Esopha- 
gus. Boppy R. ALrorp and HERBERT H. Harris. Ann. 
Otol. Rhinol., 1959, 68: 122. 


ACID OR ALKALI BURNS of the mouth, pharynx, or 
esophagus are not infrequent problems in the authors’ 
experience. The progress of 108 such cases (observed 
between 1946 and 1958 in Houston, Texas) is de- 
scribed. Seventy-nine of the patients were less than 
14 years of age. Of the 96 patients who swallowed 
alkali, 32 suffered esophageal burns; 17 strictures re- 
quiring treatment developed (11 by dilatation, 6 by 
operative procedures); fatal perforations, either early 
or late, occurred in 4 cases; and one patient died of 
aspiration pneumonia. Of the 12 patients who swal- 
lowed acid only 2 had esophageal burns, neither of 
which was fatal. 

Very little relationship was observed between the 
esophageal damage, the chemical swallowed, and the 
extent of the oral burn. Early esophagoscopy is a safe 
way to determine the extent of esophageal burns. 
When they occur, esophageal strictures are most 
common in the middle third. 

— John R. Lindsay, M.D. 


The Posterior Pharyngeal Flap Palatoplasty. Gon- 
ZALO OBREGON and JEANNE K. Smitu. Arch. Oto/ar., 
Chic., 1959, 69: 174. 


THE HISTORICAL BACKGROUND and surgical technique 
of, and the indications for, posterior pharyngeal pala- 
toplasty have been discussed in a previous article by 
Obregon. 

The present article is a preliminary report of the 
results obtained in 29 patients undergoing this pro- 
cedure. Their average age was 10 years, and 7.6 years 
had elapsed, on the average, since the cleft palate had 
been repaired. There were 5 postoperative complica- 
tions, consisting of 4 partial and one complete separa- 
tion of the flap; all were reoperated upon successfully. 

Seven of the patients have been completely rehabili- 
tated. Seven have a good surgical result, with residual 
functional articulatory speech problems, and are re- 
ceiving speech therapy at the present time. One men- 
tally retarded child has exhibited a marked increase 
in verbalization postoperatively, but no definitive 
speech measure has been possible. Four patients had 
limited speech improvement and will be re-evaluated 
after intensive speech therapy. One patient had no 
speech improvement. Six patients had surgically suc- 
cessful procedures, but the resultant speech effect is 
not yet known. — John J. Ballenger, M.D. 


Some Observations on the Cause and Treatment of 
Hare-Lip and Cleft Palate, Based on the Treat- 
ment of 1,041 Patients. MicnAet C. OLprieLp. Brit. 
J. Surg., 1959, 46: 311. 


Cuerts of both the lip and palate are more frequent 
than are clefts of the lip or of the palate alone. Clefts 
of the palate alone are more common in females and 
appear to be different from other types of clefts both 
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genetically and anatomically. In this type of cleft 
there is an actual deficiency of tissue so that the an- 
terior extremity of the cleft is U-shaped rather than 
V-shaped. 

Underdevelopment of the mandible allowing re- 
spiratory obstruction by tongue swallowing may be 
associated with cleft palate. An operation to hold the 
tongue forward is not necessary. All that is needed is 
to make certain that the child does not lie on its back. 

As far as causation of clefts is concerned, two fac- 
tors are known to have a bearing: (1) inheritance and 
(2) unfavorable maternal environment during the 
first 12 weeks of gestation. The latter factor includes 
malnutrition, vitamin A excess or deficiency, corti- 
sone therapy, viral infections, and radiation. These 
factors are discussed in minute detail. 

The cleft lip is repaired when the infant’s weight 
reaches 12 pounds or more. Endotracheal gas, oxy- 
gen, and ether are used. 

A complete unilateral cleft lip is repaired by Le 
Mesurier’s method. An incomplete cleft lip is re- 
paired by Kilner’s procedure. Bilateral cleft lip can 
be repaired in one stage by the Denis-Browne tech- 
nique. Illustrations of the methods of repair are in- 
cluded in the original article. 

The cleft palate is repaired by the method of 
Wardill and Kilner and the repair should be com- 
pleted before the child is 2 years old. Muscularity and 
mobility are more important than length. 

—W. C. Huffman, M.D. 


Cleft Palate Deformity and the Bone-Flap Method of 
Repair. Lynpon A. Perr. Surg. Clin. N. America, 1959, 
39: $15. 


IT HAS BEEN ESTABLISHED that congenital deformities 
can be produced in experimental animals by subject- 
ing the mother to critical stress. The stress factor in- 
cludes oxygen deficiency, exposure to roentgen rays, 
vitamin deficiency, cortisone intoxication, virus in- 
fections, and possibly psychologic stress. 

Two factors, genetic tendency and stress, may be 
required to produce cleft palate in human beings. 
The stress factor apparently must function between 
the seventh and ninth week of gestation. 

The administration of cortisone acetate to mice 


early in pregnancy produces a high percentage of 
cleft palates. The administration of vitamin Bg and 
folic acid reduces the percentage of clefts significantly. 
It appears to be good practice to give large doses of 
these substances early in pregnancy to a mother who 
previously has had a child with a cleft palate. 

The bone flap method of repair of cleft palates was 
originated by Dieffenbach in 1826. It has been modi- 
fied and refined by modern surgeons. At present the 
procedure consists of moving the bony palatal shelves, 
their attached oral and nasal mucoperiosteum, and 
the soft palate to the midline. 

Complete bilateral palatal and alveolar clefts. Repair is 
done in two stages to insure adequate blood supply. 
At the first operation the oral mucosa is severed 
medial to and parallel to the alveolar ridges and the 
bony palatal processes with their covering nasal mu- 
cous membrane are infractured. The hamular process 
and the posterior palatine artery are separated during 
the chiseling. The relaxing incisions are packed with 
oxycel. Two weeks later the adhesions are separated 
and the lateral incisions are extended posteriorly until 
the soft palate can be approximated without undue 
tension. The edges of the cleft are denuded and the 
halves of the palate are approximated in layers in the 
midline. Three or four silk sutures are passed through 
drill holes in the bony shelves. The anterior fistula is 
closed with a soft tissue flap about one year later. 

Complete unilateral palatal and alveolar clefts. The 
technique is the same as that already described, ex- 
cept that the vomer is detached from the bony palatal 
shelf during the second operation. 

Incomplete and complete posterior alveolar cleft palate. 
The same technique is used except that the palate is 
usually closed in one operation. 

When the soft palate segments are short or unequal, 
length is gained by a Z-plasty. The incisions are car- 
ried through the entire thickness of the palate in the 
correction of this defect. 

Consultation with other specialists is necessary for 
evaluation and correction of malocclusions, speech 
defects, and hearing problems. 

In the author’s experience, the bone flap technique 
is a very satisfactory method for cleft palate repair. 

—W. C. Huffman, M.D. 


| 


cecitinmmaontinenTaae 











—_— 


—_——— 











co tn a eee ie a ee 





age of 
35 and 
‘antly, 
ses of 
r who 


eS Was 
modi- 
nt the 
elves, 
1, and 


Dair is 
ipply. 
vered 
id the 
1 mu- 
rocess 
uring 
with 
rated 
until 
indue 
d the 
in the 
rough 
ula is 
ies 
The 
1, ex- 
alatal 


alate. 
ate is 


qual, 
> Car- 
n the 


‘y for 
eech 


nique 
‘ir. 


D. 


— 














SURGERY OF THE NERVOUS 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Cerebral Arteriography, Diagnostic Value in Cere- 
brovascular Disease. BaspEo BALKIssoon, JOHN B. 
Jounson, JEssE B. BARBER, and CLARENCE S. GREENE. 
Jj. Am. M. Ass., 1959, 169: 676. 


THE AUTHORS report their results in the utilization of 
“renografin’” (sodium and methyl glucamine dia- 
trizoate) in 60 per cent concentration. Eighty injec- 
tions were made in 56 patients. The authors describe 
their technique and experience in the use of this con- 
trast material in a variety of cases including no com- 
mon denominator of disease. Among the first 28 
cerebral arteriograms, there were 7 cases of transient 
paresis contralateral to the site of injection. The 
authors ascribe the reactions to the utilization of 
sodium chloride solution or 5 per cent glucose in 
water as the irrigating solution to maintain the 
patency of the needle. Thereafter, they modified their 
technique to limit the injection of contrast material to 
10 ml. for each series of exposures and to avoid in- 
jections of large volumes of crystalloid material. Since 
this modification of technique, the reactions have been 
uncommon and of minor degree. The article is of 
interest from the point of view of the contrast material 
which was used, namely, renografin. 
—W. Eugene Stern, M.D. 


The Diagnostic Use of the Depth Phlebogram in 
Intracranial Space-Occupying Processes (Unsere 
Erfahrungen mit der diagnostischen Ausnutzung des 
tiefen Phlebogramms bei intrakraniellen raumbeen- 
genden Prozessen). S. Netti, L. Sternnart, B. Dité, 
and M. Kroé. Fortsch. Réntgenstrahl., 1958, 89: 645. 


THE AUTHORS have studied the depth phlebograms of 
100 normal patients and of 100 patients with an intra- 
cranial space-occupying lesion. The measurements of 
the 100 normal patients are summarized in Table I. 

Study of the phlebograms of patients with space- 
occupying lesions led to the following conclusions: 

1. The authors found that in 90 per cent of their 
cases the tumor could be located by the lateral pro- 
jection alone of the phlebogram without the aid of an 
arteriogram. In 14 cases the phlebogram was superior 
to the arteriogram while in 25 cases it was equal. 

2. The dislocation of the angulus venosus was clear- 
est in the presence of frontal tumors. It was displaced 
posteriorly. If the tumors were in other locations, the 
displacement could also be seen in the direction of the 
tumor’s expansion. In all groups, however, there were 
no positive findings in several cases. The authors’ 
method of measuring the height of the angulus venosus 
from the base-line, that is, from the nasion through 
the tuberculum sellae, and its distance from the tuber- 
culum sellae gave the same results as the methods 
used by other investigators. The measurement from 
the center of the curve of the vena cerebri interna to 
the junction of the vein of galeni into the straight 
sinus proved to be very helpful. This distance in- 
creased markedly in the presence of posterior parietal 


SYSTEM 


TABLE I.—NORMAL DEPTH PHLEBOGRAMS 


Average Min. Max. Remarks 
mm. mm. mm. 
A. Height of angulus veno- 
MEENA) cdc, =H 25 38 
B. Distance a.v. to tubercu- 
lum sellae.......... 15-22 — _ marked 
variation 
C. Height of curve of vena 
cerebri interna...... 7-9 a 11 


D. A.v. to the lowest point 


of vena galeni....... 33-39 29 50 


E. A.v. to junction of the 
vena cerebri magna 

into the sinus rectus. . 
Difference between E 


43-50 35 59 


6-10 1 17 


G. Top of v.c.i. curve to 
junction of the vena 
cerebri magna into the 


sinus rectus......... 25-30 20 38 


H. Width of angulus veno- 
We ictccavrcanckes 4-7 3 10 


I. Vena galeni to frontal 
part of the tentorial 
triangle (dorsum sel- 
lae-junction of the vena 
cerebri magna into the 
sinus rectus-confluens 


Cn ) ee ee 6-10 


J. Vena galeni to top of the - 
tentorial triangle..... 
Difference between J and 

Fidniarcsduanswends 3 5 2 8 


11-14 7 17 


and parieto-occipital tumors in contrast to cases of 
frontal tumor in which it was shortened. Of further 
importance were the width of the angulus venosus 
and the distance to the junction of the vena cerebri 
magna into the sinus rectus, the distance to the vena 
galeni, and the difference between them, in order to 
differentiate the frontal, posterior parietal, and tem- 
poral groups. 

3. In several cases the sagittal projection of the 
phlebogram proved to be more helpful than an arte- 
riogram in locating a space-occupying process. 

4. A complete analysis of the angiograms in both 
phases frequently saved the patient from further com- 
plicated diagnostic procedures. 

—Frank R. Lichtenheld, M.D. 


Arteriovenous Fistula with Cerebral Atrophy. (Text 
in Greek). L. Fexas, F. GERSTENBRAND, and E. Kiaus- 
BERGER. Helliniki Iatriki, 1959, 28B: 161. 


CEREBRAL ANGIOGRAPHY is the best diagnostic pro- 
cedure for vascular anomalies, and the recent intro- 
duction of cineangiography has extended its scope 
even further. The authors report one case of arte- 
riovenous fistula associated with cerebral atrophy 
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from the Department of Psychiatry and Neurology of 
the University of Vienna, Austria. The patient was a 
56 year old male who had the first episode of right 
hemiplegia at the age of 35 years. The hemiplegia 
lasted only one hour. It was more pronounced in the 
upper extremity and was associated with some degree 
of aphasia. The attacks recurred every 2 to 3 years 
thereafter and were always transient, lasting from 1 to 
2 hours. They always occurred after heavy physical 
work. After 1950 the episodes recurred at least every 6 
months and one, in December 1956, never subsided; 
the paralysis actually became gradually more pro- 
nounced although the aphasia did improve. Shortly 
afterward the patient started having Jackson’s epilep- 
tic seizures which always began in the right hand, 
progressed to the right corner of the mouth, and 
spared the right foot. 

Physical examination on admission (August 1957) 
revealed spastic right hemiplegia with unilateral facial 
nerve paralysis. There was also hypesthesia of the 
entire right half of the body with signs of subsiding 
aphasia. Angiography revealed a large arteriovenous 
aneurysm over the left parietal region with extensive 
cerebral atrophy involving the frontoparietal region. 
Cineangiography was then performed and the blood 
vessels around the lesion were studied in detail. The 
aneurysm was connected to the middle cerebral artery 
and the dilated vascular plexus was seen to flow slowly 
into the oblique venous sinus. The vessels distal to this 
aneurysm were very small with very slow flow. It re- 
quired 10.2 seconds for the dye to disappear; this is 
much longer than normal. The authors thus proved 
by means of cineangiography that, contrary to other 
opinions, the blood flow within such an arteriovenous 
aneurysm is slowed down and the blood supply to the 
distal parts of the area is less than normal. This is more 
pronounced in the area of the middle cerebral artery 
because of the lack of collateral branches. A further 
conclusion is that the cerebral atrophy in such cases is 
not necessarily the result of hemorrhage but simply 
the result of ischemia, since most of the blood is shifted 
into the venous sinuses and bypasses the distal areas. 
These findings verify Olivecrona’s clinical conclusions 
on the mechanism of the production of cerebral 
atrophy in cases of arteriovenous aneurysms. Atrophy 
is not caused by pressure of the dilated vessels. 

— Michael G. Seremetis, M.D. 


Aneurysms of the Middle Cerebral Artery, a Report 
of 80 Cases. OLtLE H66k and Gésta Noruén. Acta 
chir. scand., 1958, Suppl. 235. 


THIS ARTICLE, one of a series on subarachnoid hemor- 
rhage and aneurysms, is limited to single aneurysms 
of the middle cerebral artery observed since 1934 at 
the Serafimerlasarettet, Stockholm, Sweden, and in 
1954 and 1955 at the Sahlgrenska Sjukhuset, Gothen- 
burg, Sweden. 

This series was broken down into groups, depend- 
ing upon the condition of the patient when admitted 
to the hospital at the time of hemorrhage and also at 
the various periods when seen after the hemorrhage. 
Of the 80 patients, 4 had aneurysms that had not rup- 
tured. The preceding symptoms were of interest in 
that there was a fairly high percentage of headache 
for periods of a month to recent years before the rup- 
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ture of the aneurysm. A few of the patients had con- 
vulsive seizures before the rupture, but it was difficult 
to ascertain with surety the cause and effect. Nine 
patients had convulsive seizures after the hemorrhage. 

Although a definite characteristic could not be 
made out, the most common finding was hemiparesis 
or hemiplegia. Visual hallucinations were encountered 
in 2 patients and evidence of an endocrine dysfunc- 
tion suggesting a Cushing’s syndrome was found in 2. 

Most of the patients were operated upon with ex- 
cellent results; however, operation was usually per- 
formed at least 2 weeks after the hemorrhage. Only 4 
patients were operated upon during the acute critical 
period. The authors think that these patients carried 
altogether too high a mortality and “it would seem 
that operation in this stage is contraindicated.” The 
operative procedure of choice would be ligation of 
the neck of the aneurysm. In some cases, however, it 
was impossible to isolate the aneurysm sufficiently 
and hence muscle wrapping was done in 8 cases and 
carotid ligation in the neck was likewise performed in 
8 cases. It is of interest that of the 8 patients treated 
by carotid ligation, 5 observed over periods from 6 to 
10 years have had no further hemorrhages and only 2 
of them have died; in these 2 patients, there was 
nothing to indicate a recurrent hemorrhage. 

— Jack I. Woolf, M.D. 


Vascular Hyperplasia and Endothelial Proliferation 
in Multiform Glioblastoma (L’iperplasia vascolare 
e la proliferazione endoteliale nel glioblastoma multi- 
forme). F. Guttorra and G. Spicoon. Arch. ital. pat. 
Clin. Tumori, 1959, 3: 3. 


OF THE GLIAL TUMORS multiform glioblastoma pre- 
sents the most interesting clinical, pathologic, and 
histologic problems. In their discussion the authors 
consider only the vascular connective tissue, which in 
this tumor more than in other forms of glioma domi- 
nates the histopathologic picture. After a review of 
the literature on this aspect, the authors report in 
detail 3 cases of polymorphous glioblastoma, one in a 
woman of 41 years, one in a man of 52 years, and 
another in a man of 34 years. Specimens from these 
tumors were fixed in 10 per cent formol in physiologic 
saline or Bouin’s fluid and the sections were colored 
with various stains. 

Attention is drawn to the vascular components of 
these tumors which had analogous characteristics in 
all 3 cases. In agreement with other investigators, the 
authors draw attention to the frequent occurrence of 
thrombotic phenomena in various stages of evolution 
and to the presence of abundant vascular components, 
often with a pseudoangiomatous aspect and with 
simultaneous proliferation of the intimal and adventi- 
tial reticuloendothelial cells. The question arises 
whether the thrombotic phenomena develop before 
the vasculoendothelial proliferation or vice versa. 
The opinions of various authorities on this aspect are 
reviewed including those of Storring and Duguid in 
1954. Taking into account the findings of Scherer 
(1935), those of Storring and Duguid, and their own 
findings, the authors made an attempt to establish a 
clear photomicrographic picture, but it seemed diffi- 
cult, if not impossible to judge clearly whether the 
thrombosis or the vasculoendothelial hyperplasia was 
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primary in glioblastoma. One might develop inde- 
pendently of the other, but in the authors’ opinion, 
the primary change would appear to be the endo- 
thelial proliferation. This interpretation would more- 
over be quite consistent with the proved importance 
of the role played by the vasculoendothelial structures 
in the origin of glioblastoma.— Edith Schanche Moore. 


On Tolerance of Brain Tissue and Sensitivity of 
Brain Tumors to Irradiation. Martin LINDGREN. 
Acta radiol., Stockh., 1958, Suppl. 170. 


THIS ARTICLE is based upon 18 selected cases of pa- 
tients with glioma of the brain who were treated by 
roentgen therapy and in whom necrosis of the tumor 
and the cerebral tissue resulted. These cases were 
selected from a group of 71 cases of glioma that were 
the subject of autopsy at the University Hospital, 
Lund, Sweden, from 1946 to 1955. The neuro- 
pathologic classification was according to the Ringertz’ 
nomenclature. 

Before 1952 the treatment was usually given in two 
series over a period of 60 to 80 days with a planned 
dose of 5,000 to 7,000 roentgens. Later the treatment 
was given in a single series over 30 days with a total 
dosage of about 6,000 roentgens for the astrocytomas 
and 5,000 roentgens for medulloblastomas and 
pinealomas. The more specific roentgenologic factors 
as to focus, field size, and filtration are given in the 
article. There is considerable discussion of the litera- 
ture regarding the opinions of others as to the mini- 
mum amount of radiation that will produce necrosis 
in the tumor or in normal cerebral tissue. The author 
believes the minimal dose that will produce necrosis 
on delivery of the rays through medium-sized fields 
is between 4,500 and 5,000 roentgens delivered over 
a period of 30 days. 

In 5 of the cases studied, there was complete ir- 
radication of the primary tumor although the patients 
died of metastases; there were 4 medulloblastomas 
and 1 ependymoma. In another group of 5 cases 
consisting of 2 glioblastomas, 1 astrocytoma of inter- 
mediate type, 1 medulloblastoma, and 1 pinealoma, 
there was complete destruction of the primary tumor 
and the surrounding healthy cerebral tissue. Death 
in all of these cases was due to necrosis and the forma- 
tion of an abscess at the site of the tumor. Most of 
these patients improved for several months after their 
roentgen therapy and then deteriorated rather rapidly. 
In 4 cases of primary tumor of the cerebellum, there 
was marked necrosis in otherwise normal occipital 
lobes. In 6 cases of residual tumor, there was massive 
necrosis within and around the tumor region. 

The area of necrosis in the otherwise normal cere- 
bral tissue was usually in the deep white matter with 
definite sparing of the cortex. This was thought to be 
due to vascular differences; however, there was a 
variation in radiosensitivity of the white matter which 
might vary in different regions of the cerebrum. 

— Jack I. Woolf, M.D. 


Results of Hypophysectomy in the Treatment of 
Metastatic Mammary Carcinoma. OLor H. PEARSON 
and Bronson S. Ray. Cancer, 1959, 12: 85. 


A tora of 218 patients were subjected to hypo- 
physectomy, and the cases of 109 are reported with a 
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minimum follow-up of 17 months. The selection of 
patients was based solely upon the authors’ opinion as 
to whether the patients would survive the surgical 
procedure. No attempt was made to select patients 
otherwise. There were 8 operative deaths in the first 
group of 109 patients, as well as in the second group 
of 109 patients, representing 7.3 per cent of the total 
series of 218 patients. This operative mortality oc- 
curred in the first 30 days following operation. 

Important postoperative complications occurred in 
12.9 per cent of the first 109 patients and in 6.4 per 
cent of the second 109 patients. The most important 
complications in the former group were visual field 
defects, neurologic involvement, and _ intracranial 
postoperative clots. Of the second 109 patients all 
patients recovered uneventfully from the complications 
without significant residual changes. Five per cent of 
the patients had a convulsive seizure within the first 10 
postoperative days. There were no late seizures, except 
in patients with cerebral metastases. Postoperative re- 
sults were based upon objective criteria only, either 
criteria of regression or criteria of arrest. All patients 
who had objective improvement also had subjective 
improvement, but the reverse was not always the case. 
Among the first 109 patients 44 demonstrated re- 
gression and 10 demonstrated arrest. Twelve of the 
first 109 patients had had oophorectomy and adrenal- 
ectomy. Four of these 12 obtained further improve- 
ment. In the total experience of 22 patients following 
oophorectomy and adrenalectomy, 6 showed im- 
provement, suggesting that hypophysectomy gives 
insufficient chance of benefit to be recommended 
following oophorectomy and adrenalectomy. 

Among the first 109 patients the last operation was 
performed in September of 1956 and the status evalu- 
ated as of February, 1958. There were 43 per cent 
failures and 48.5 per cent remissions. The remainder 
was made up of the operative deaths. Remissions were 
obtained in all age groups, and the average period be- 
tween the time of mastectomy and that of hypophy- 
sectomy was longer in the patients who obtained re- 
missions than in those who failed to obtain improve- 
ment. This criterion was not a reliable one for selec- 
tion. The location of the metastases was of little im- 
portance in determining the response to hypophy- 
sectomy. The patients with severe liver impairment 
and jaundice or: intracranial metastases were not 
operated upon. Forty-two per cent of the patients had 
a mean remission of 15 months and a mean survival 
of 21 months, as opposed to a mean survival of 5.4 
plus months in the patients classed as failures. 

Of the premenopausal patients who had obtained 
remission from oophorectomy, 85 per cent obtained 
benefit from hypophysectomy, whereas only 50 per 
cent of such patients obtained remissions from ad- 
renalectomy. This was a significant difference at the 
5 per cent level. Therefore, the response of the pre- 
menopausal women to oophorectomy is of prognostic 
value in determining subsequent response to hy- 
pophysectomy, but the response to androgens and 
estrogens is such as to suggest that this will not prove 
to be a prognostic guide to the results of hypophy- 
sectomy. Posthypophysectomy patients receiving a 
physiologic dose of estrogens showed no evidence of 
reactivation of tumor growth, which suggested that 
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estrogenic hormone does not stimulate the growth of 
mammary cancer in the absence of the pituitary 
gland. Growth hormone was administered to 5 pa- 
tients in the posthypophysectomy period; in 2 of them 
there was evidence that it aggravated or enhanced the 
growth of tumor. In 3 there was no exacerbation of 
pain or significant change in calcium. 

In the 2 patients in whom the growth hormone 
stimulated the metastatic disease, there was no 
worthwhile remission after hypophysectomy, whereas 
of the 3 patients in whom the growth hormone failed 
to induce exacerbation, all obtained objective re- 
mission from hypophysectomy. There is a preference 
for hypophysectomy in the management of patients 
who have obtained temporary remission from oophor- 
ectomy, but the incidence of remissions after hy- 
pophysectomy in this series is not significantly dif- 
ferent from similar experience with adrenalectomy. 
The duration of remission and the survival time in 
the hypophysectomy series exceed those obtained in 
the adrenalectomy series. 

Hypophysectomy is a worthwhile therapeutic pro- 
cedure but is undertaken with approximately a 50 per 
cent expectancy of a favorable response. 

—W. Eugene Stern, M.D. 


PERIPHERAL NERVES 


Prognosis in Traction Lesions of the Brachial Plexus. 
GerorcGE Bonney. 7. Bone Surg., 1959, 41-B: 4. 


THE AUTHOR has studied 29 patients with complete 
traction lesions of the brachial plexus at the Royal 
National Orthopedic Hospital in the past 10 years. 
The majority of these lesions occurred in younger 
individuals, particularly those in the third decade, 
and most of them resulted from motorcycle accidents. 

The prognosis was uniformly bad in that not a 
single patient regained .any useful recovery of the 
muscles of the fingers, hand, or extensors of the wrists. 
Exploration of the brachial plexus was performed in 
16 cases, and in one case a cervical hemilaminectomy 
with exploration of the cervical nerve roots was per- 
formed. “In no case was it possible even to contem- 
plate repair of the neural lesion, the extent and com- 
plexity of the damage always preventing resection 
and repair.” 

Although the hand never regained any useful 
movements, all of the patients studied for at least 
2 years showed a useful degree of recovery in the 
trapezius, rhomboid, and the serratus anterior mus- 
cles. Recovery of the pectoralis major muscle occurred 


in 12 cases, which was of great importance since it at 
least permitted the patient to grasp objects between 
his arm and chest. The triceps muscle recovered in 
6 cases, the biceps in 4, and the deltoid in 3 of the 
author’s patients. 

The following plan of management is suggested. 
Examination and accurate testing of the motor power 
and sensation should be done as soon as possible after 
surgery, special note being made of the presence of 
Horner’s syndrome and the amount of pain because, 
to some extent, they imply a more severe lesion. This 
is suggested on a percentage basis and also by the 
fact that Horner’s syndrome would indicate that the 
first thoracic nerve root was violently stretched or 
avulsed. Electric reaction of the muscles was tested 
at about 3 weeks. At 6 to 8 weeks a repeat examina- 
tion should be made, and at this time the axon 
responses are tested by the intradermal histamine 
response. If a degenerative lesion is suggested by nega- 
tive histamine response and electrical testing, surgical 
exploration is performed to verify whether there has 
been a complete severance of the nerves, in which 
case reconstructive orthopedic procedures can be 
undertaken or even amputation considered. If, how- 
ever, surgical exploration reveals intact nerves, then 
a period of 2 years of conservative management is 
warranted. However, it should be pointed out that 
in no case was surgical exploration performed other 
than to obtain better information. The preganglionic 
lesion or avulsion of the cervical nerve roots is always 
sufficient reason to warrant immediate re-education, 
orthopedic appliances, or amputation if desired. 

The axon reflex was “produced by pricking in 
through a drop of a 1 per cent solution of histamine 
acid phosphate.” Such testing was performed at 
several sites on the ulnar and radial aspects of the 
forearm. A positive response of a large flare would 
suggest that the cervical nerve root had been avulsed 
from the cord, leaving the nerve and its ganglion 
intact as an isolated reacting axon. Hence, there 
would be no hope of any recovery of such a nerve. 
A negative response would suggest degeneration 
within the nerve, but would not necessarily distinguish 
between a complete severance of the nerve and an 
intact fibrotic nerve. This test is very clear-cut in its 
reaction. The cold vasodilation test used on the 
fingers is somewhat more difficult to evaluate. 
Myelography as a method of determining the possi- 
bility of complete avulsion of the cervical nerve root 
is mentioned, but apparently was not used in this 
series of cases. — jack I. Woolf, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


The Pathogenesis of Chest Deformities (Untersuchun- 
gen zur Pathogenese der Brustkorbverformungen). M. 
MANEKE., Deut. med. Wschr., 1959, 84: 504. 


Tuis srupy concerns 152 children and young adults 
with prominent chest deformities. Pigeon breast, 
which is often thought to follow rickets, was found in 
children in whom rickets could be excluded with 
certainty; on the other hand, most patients with 
severe rickets showed no evidence of deformities of 
the chest. In a series of 36 patients with pectus ex- 
cavatum and 32 with pigeon breast, only one child 
in each group was found to have had rickets. 

Fusion of the two lateral components of the sternum 
occurs in the sixth to ninth week of gestation; a lack 
of fusion was suggested as the cause of pectus ex- 
cavatum, the areas of fusion presenting a locus 
minoris resistentiae. 

That pectus excavatum is caused by pull of the 
mediastinal ligamentous structures is not well docu- 
mented. Negative intrathoracic pressure is the most 
likely cause and pectus excavatum is associated with 
congenital stridor. The negative intrathoracic pres- 
sure, determined primarily by diaphragmatic pull, is 
counteracted by the intra-abdominal pressure and 
the rectus abdominis muscle. It is, therefore, not 
surprising to find pectus excavatum suddenly develop- 
ing in patients with paralysis of the rectus muscle. 
Spontaneously developing pectus excavatum de- 
formities can be reversed during the first few months 
of life by positioning the patient on the abdomen. 

Mesenchymal dysplasia is suggested as a cause of 
sternal deformities because of the not uncommon 
association of the deformities with conditions of 
mesenchymal dysplastic origin. Pigeon breast is found 
in combination with dysostoses, such as Klippel-Feil 
deformity of the cervical vertebrae and micrognathia. 

In two families studied by the author, pectus 
excavatum and pigeon breast were dominantly in- 
herited. The two deformities were also found in 
siblings; in addition, therefore, constitutional factors 
might well be responsible for the development of 
the one or the other deformity. In general, flat- 
chested asthenics are most likely to have pectus ex- 
cavatum and pyknics to have pigeon breast. 

—Karel B. Absolon, M.D. 


Operative Technique in Funnel Chest. V. Patria, 
K. V. PARKKULAINEN, M. SuLAMAA, and G. R. WALL- 
GREN. Acta chir. scand., 1958-59, 116: 90. 


THE AUTHORS report their experience with 81 opera- 
tions for funnel chest deformity at the University 
of Helsinki Hospital at Helsinki, Finland. Since 1951 
they have treated a total of 81 patients. In the first 
11 cases a modification of Ravitch’s or Wahren’s 
technique was utilized, but the authors found that the 
postoperative stabilization of the sternum was un- 
satisfactory, and paradoxical motion was noted during 
respiration in all 11 cases. For the next 70 patients, 


operated upon after 1954, they utilized their modified 
method, the main features of which were transverse 
incision, freeing of the origin of the pectoral muscles, 
subperichondrial resection of the deformed costal 
cartilages, division of the xiphisternal joint, stripping 
of the posterior surface of the sternum, and stabiliza- 
tion by means of a metal strut introduced through 
the sternum and with its ends resting upon the 
costal stumps. The strut was removed after 3 months. 
There were no operative deaths. Pneumothorax oc- 
curred as a complication in 11 of the 70 cases and 
there were 7 wound infections. 

Because of a shift in its position, the metal strut 
was removed less than 1.5 months postoperatively in 
10 of the 70 patients. Of 70 patients treated by their 
method, the result was considered cosmetically good 
in 51, satisfactory in 10, and poor in 2. There was 
no mention of the cosmetic result in 7 records and in 
the 2 patients with a poor cosmetic result the strut 
had been removed 30 and 40 days respectively after 
operation because it had shifted. The authors stress 
the simplicity of their method, the freedom from risk, 
and the good results obtained. 

—Gilbert S. Campbell, M.D. 


Fat Necrosis of the Breast. (Text in Greek). Cur. 
CurisTopou.os. Acta chir. hellen. 1959, 6: 130. 


FAT NECROSIS OF THE BREAST was first described by 
Lee and Adair in 1920. It is a rare lesion but im- 
portant because it may be confused with carcinoma. 
This lesion is often the result of trauma to large, 
fat-loaded breasts. The age of the patients usually 
coincides with the range of age in which carcinoma 
appears although cases in very young patients (as 
young as 14 years) have been reported. Fat necrosis 
is more frequently seen in thin women with large 
breasts than in generally obese women. Although 
trauma is considered as one of the etiologic factors 
there have been some cases with no history of injury. 
The most frequent complaint that brings the patient 
to a physician is the presence of a tumefaction with 
or without objective signs of previous trauma, such 
as ecchymosis. Microscopically, this lesion may pre- 
sent difficulties in diagnosis and its histologic picture 
may vary with the different stages of the lesion. The 
pathogenesis is not clear but it appears that freed 
fatty acids form soaps and act as irritants for the 
development of granulomatous tissue. Giant cells 
may appear later. The cases without these elements 
may be explained on the basis of ischemic degenera- 
tion due to compression by the heavy breasts. 

The author reports 4 personally observed cases 
involving the breast and 2 additional cases of fat 
necrosis in extramammary areas, one located over 
the right groin area and one within the peritoneum at 
the root of the mesentery. The latter cases were in- 
cluded because the lesions were histologically identical 
to the breast cases. The ages of the 6 patients ranged 
from 33 to 58 years. Two of the lesions were located 
on the left breast, one on the right, and the fourth 
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case was bilateral. All these patients gave a history 
of “swelling” in their breasts present for periods of 
2 days to 2 months. One patient had a “lump” in 
her left breast for about 10 years. Forty days prior 
to admission, she noticed gradual enlargement as- 
sociated with slight tenderness. One of the patients 
denied any sort of previous trauma and in 2 of them 
there had been periods of lactation. Both extra- 
mammary cases were in males. The lesion located 
in the groin was probably caused by a truss, and the 
extensive fat necrosis at the root of the mesentery 
with the development of granuloma was probably 
caused by a previous attack of pancreatitis. 
— Michael G. Seremetis, M.D. 


First Results of Radical Treatment of Cancer of the 
Breast with Adjuvant Chemotherapy (Premiers ré- 
sultats sur un traitement radical du cancer du sein 
avec chimiothérapie complémentaire). ToMMAso 
Greco. Presse méd., 1959, 67: 247. 

THE AUTHOR presents 36 cases of patients with cancer 
of the breast, all with involvement of the axillary 
nodes, treated by mastectomy and chemotherapy. All 
patients had the Halsted type of radical mastectomy 
except 2 who had simple mastectomy. Five patients 
had, in addition, dissection of the mediastinal lymph 
nodes. 

The chemicals used were nitrogen mustard, 1 case, 
triethylene melamine, 17 cases, and triethylenethio- 
phosphoramide (thiotepa), 18 cases. 

Eight patients received preoperative roentgen ther- 
apy consisting of 3,000 roentgens to the breast region. 
Thirteen patients received thiotepa preoperatively. 
The others had chemotherapy postoperatively. 

After one year of follow-up, no patients were dead 
and at 2 years, 2 had died. 

The series of 36 patients treated with mastectomy 
and chemotherapy is compared to a similar series of 
25 patients operated upon by the same surgeon but 
given no chemotherapy (3 had simple mastectomy, 
17 Halsted radical mastectomy, and 5 had radical 
mastectomy with mediastinal node dissection). In this 
group, there were 4 patients dead in one year, and at 
2 years 7 were dead. 

The author does not believe that conclusions should 
be drawn from this study because of the small number 
of cases; however, there may be some indication of a 
trend. —F. W. Preston, M.D. 


Prophylactic Castration in Carcinoma of the Breast. 
Ax F. RosENBERG and ErtcH M. UHLMANN. Arch, 
Surg., 1959, 78: 376. 


THE AUTHORS, of the Michael Reese Hospital in 
Chicago, observed 275 women who were referred to 
the tumor clinic between 1942 and 1951 after radical 
mastectomy for cancer of the breast. At the time of the 
radical mastectomy there was no clinical manifestation 
of metastatic spread beyond the axillary lymph 
nodes, although there is no proof that these patients 
had no distant metastases. Sixty-six of these patients 
were lost for follow-up studies before the lapse of 5 
years, and in 9 patients it was impossible to determine 
whether there were functioning ovaries or not. The 
remaining 200 patients were observed for a period of 
5 to 15 years. 


Of 78 women who underwent castration, 12 had 
bilateral oophorectomy, whereas 66 received a tissue 
dose of at least 1,000 roentgens to each ovary. With 
several of the younger patients, irradiation had to be 
repeated in order to suppress menstruation perma- 
nently. Of 78 castrated women, 46, or 59 per cent, 
were alive at the time of the completion of this survey; 
of 122 not castrated, 44, or 36 per cent, were living. 
‘The most favorable results were obtained in the pa- 
tients over 40, with a survival rate of 68.8 per cent 
among the castrates; the poorest results were found 
in the same age group among the noncastrates, with 
a survival rate of only 35.3 per cent. 

Since the authors felt that suppression of ovarian 
function might be advantageous in patients with 
breast cancer, this procedure was recommended in the 
management of all patients up to the age of 50 treated 
after January 1942. There was no selection of pa- 
tients for consideration of prophylactic castration. 
The favorable results in the age group between 40 
and 50 (68.8 per cent survival) seem to indicate that 
the suppression of ovarian function may be of con- 
siderable importance in the later premenopausal, 
menopausal, and early postmenopausal period. The 
authors conclude that this clinical survey, although 
comprising only 200 patients, appears to give suf- 
ficient evidence that castration either by surgical re- 
moval or by adequate irradiation of the ovaries as 
soon as feasible after radical mastectomy is indicated 
in all women with ovarian activity. 


—Gilbert S. Campbell, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Nitrous Oxide Anesthesia for Bronchoscopy. Davin 
Brown and J. V. I. Younc. Brit. M. 7., 1959, 1: 692. 


THE TECHNIQUE used for the administration of nitrous 
oxide anesthesia in 723 bronchoscopic examinations 
is described in detail. Each patient’s physical status 
is carefully assessed, the history reviewed, and a 
roentgenogram of the chest studied. This results in 
rejection of about 2 per cent of the patients. The 
procedure is explained to the patient in advance. 

Atropine sulphate, gr. 1/75, is given one hour before 
the procedure. Through a face mask, 5 liters of oxy- 
gen and 10 liters of nitrous oxide per minute are ad- 
ministered. Adequate narcosis is provided by rapid 
intravenous injection of 1 ml. of 2.5 per cent thio- 
pentone solution for each two stone of body weight 
(0.08 ml. per kgm.). This is followed by suxamethon- 
ium chloride, 5 mgm. for each stone (0.8 mgm. per 
kgm.) of body weight. As soon as apnea occurs, the 
lungs are ventilated for 3 minutes with the above 
gases, utilizing an apparatus with a non-breathing 
valve. 

Another dose of suxamethonium is usually neces- 
sary before a bronchoscope is passed promptly and 
gas administration continued at its proximal end 
through a suitable connection. Suxamethonium is 
repeated intermittently to maintain apnea and full 
muscle relaxation. If cyanosis occurs, it is corrected 
promptly by withdrawing the bronchoscope to above 
the main carina and passing the gas mixture directly 
down the lumen of the instrument. 

When bronchoscopy is completed, the lungs are 
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again ventilated with oxygen and nitrous oxide. When 
muscle power has returned, the patient is sat up and 
is encouraged to cough. After one hour, an out- 
patient may leave the hospital. Bronchoscopy is not 
performed on children as out-patients. 

After some experience with severe trunk and limb 
pain from muscle fasciculations following the admin- 
istration of suxamethonium, the authors add a small 
amount of gallamine triethiodide to the thiopentone 
solution used for induction. 

The method has the advantage of being satisfactory 
for use on Out-patients, it requires no preoperative 
sedation, and it eliminates the distress that seems 
unavoidable in patients who have bronchoscopy un- 
der sedation and surface analgesia. 

There were no fatalities in this series. 

— Stanley W. Tuell, M.D. 


The Present Situation of Intrapleural Pneumothorax 
and Pneumoperitoneum in the Treatment of Pul- 
monary Tuberculosis, A. Omope1 Zorin1, G. Feciz, 
and M. Luccuest. Dis. Chest., 1959, 35: 242. 


RECENT ANALYSIs of patients treated at the C. For- 
lanini Institute, Rome, Italy reveals that pneumo- 
thorax still can play an effective part in the treatment 
of pulmonary tuberculosis. 

In all, 1,762 cases were studied. The patients treat- 
ed in the preantibiotic era were divided into 2 groups 
according to the years in which they were treated 
and then these were compared to a single group of 
patients treated with adjunct antibiotics. Generally 
speaking, of the 2 groups treated in the preantibiotic 
era there was a decreasing mortality and a slightly bet- 
ter recovery rate in the more recently treated group. 
Better selection of patients and the increased use of 
intrapleural pneumonolysis accounted for the better- 
ing of the results. In the later group of patients there 
were complications in 22.8 per cent, of which 5.25 
per cent were empyema. 

Recently, 569 patients were treated with a combina- 
tion of pneumothorax and chemotherapy. The re- 
covery rate reached 91.4 per cent with 5.3 per cent 
deaths from all causes and complications in 8.6 per 
cent, 3 per cent of which were empyema. 

It is felt, however, that there are contraindications 
for collapse therapy and these conditions when present 
are usually indications for surgical treatment. They 
include: tuberculoma, cavities associated with 
bronchial stenosis, lower lobe cavities, bronchiectasis 
with tuberculosis, and cavity residuals after thoraco- 
plasty. 

Data are presented from the American literature 
which indicate the rather high incidence of pleural 
complications that accompanies surgical therapy for 
tuberculosis. This is taken as a further argument for 
the extension of the use of intrapleural collapse 
therapy. 

Pulmonary function studies made on a limited 
number of patients both in the prechemotherapy era 
and during the period of use of antibiotics indicate 
that a very high percentage (84 per cent) have very 
good pulmonary function after the cessation of col- 
lapse therapy. 

The authors believe that intrapleural pneumo- 
thorax when performed by a suitable technique on 
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properly selected patients who have had previous 
adequate preparation with antibiotics and when com- 
bined with pneumolysis represents a therapeutic 
measure that seldom causes complications and leads 
to clinical recovery in a high percentage of patients. 
The general principles of technique and management 
of the patients are presented. 

In Italy, pneumoperitoneum is seldom used com- 
pared with its use in other countries. When compared 
with pneumothorax, the ratio is about 1 to 5. The 
general indications are: widespread nodular disease, 
especially basilar diseasé and cavities of the lower 
lobes; inadequate pneumothorax; and in some cases 
after thoracoplasty and/or resection. It may be 
especially useful after lobectomy. It is usually used in 
conjunction with appropriate chemotherapy. 

— john F. Bergan, M.D. 


Criteria of Thymic Cancer and Clinica! Correlations 
of Thymic Tumors. Georce D. ANpriTsAkis and 
SHELDON C. Sommers. 7. Thorac. Surg., 1959, 37: 273. 


IN THE PRESENT STUDY 50 tumors considered to be of 
thymic origin were examined histologically and the 
clinical histories of the patients reviewed. Nine of the 
tumors were autopsy specimens, 3 were resected from 
the anterior mediastinum, and 8 were represented 
only by biopsy specimens. Four of the latter were ob- 
tained during exploratory thoracotomy. Three were 
obtained through neck incisions in patients with clin- 
ical diagnoses of primary thyroid disease and retro- 
sternal extension. The last biopsy specimen was 
obtained from a metastatic scalp nodule and the 
primary mediastinal lesion of the patient was not 
examined. 

A diagnostic classification of thymic neoplasms 
must take into account the three major tissue com- 
ponents of the gland: (1) thymic parenchymal retic- 
ulum, believed to be of entodermal epithelial origin; 
(2) lymphocytes; and (3) connective tissues, especially 
fat. About two-thirds of the tumors in this series were 
adenomas or carcinomas of the thymus, and on micro- 
scopic examination were subclassified as undifferen- 
tiated, reticular, trabecular, epidermoid, glandular, 
or adenoacanthomatous. The remaining tumors were 
classified as lymphoid, embryonic, fatty, cystic, and 
hyperplastic. Thirty-four were considered benign and 
16 were diagnosed .as malignant tumors. 

From the clinical standpoint, pressure symptoms 
were present in 20 patients. Usually there were indi- 
cations of an expanding mass in the anterior superior 
mediastinum. These symptoms varied from the mild- 
est discomfort of the anterior chest wall, pain, and 
cough to a marked venous distention of the neck and 
upper chest wall, with edema of the face and neck, 
cyanosis, dyspnea, and orthopnea. Hemoptysis and 
dysphagia were each present in 3 instances. Twenty 
patients were asymptomatic, the tumor being discov- 
ered accidentally either during a complete medical 
investigation or by a survey roentgenogram. Seven of 
these patients had clinical myasthenia gravis. In 2 
patients a diagnosis of aregenerative anemia was 
made in correlation with the mediastinal tumor and 
in 1 a later diagnosis of agammaglobulinemia was 
made. One patient had an associated Cushing’s syn- 
drome. — Matthew H. Evoy, M.D. 
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Pulmonary Circulation and Blood-Gas Saturation in 
Pulmonary Atelectasis; Unilateral Anoxia and Dif- 
ferent Degrees of Pneumothorax with Special Ref- 
erence to Open Thoracic Procedures in Man 
(Lungenzirkulation und Blutgassaettigung bei Lun- 
genatelektase, einseitiger Anoxie und verschiedenen 
Graden von Pneumothorax mit besonderer Berueck- 
sichtigung der offenen thorakalen Eingriffe beim 
Menschen). W. DEBRUNNER, A. MULLER, R. GURTLER, 
and D. De Gasparo. Langenbecks Arch. klin. Chir., 
£959, 290: 329. 

THE REGULATION of blood circulation as influenced 
by poorly ventilated or atelectatic lung has been the 
subject of study in many publications with the various 
investigators often in disagreement. In this report 
perfusions of the isolated lung in man and dog, direct 
measurements of the venous outflow, and measure- 
ments of the blood circulation in the pulmonary ar- 
tery using a newly developed electrical flowmeter 
and indirect blood-gas analyses to determine heart 
minute volumes and pulmonary perfusion are dis- 
cussed. 

The aim of the perfusion studies was an analysis of 
the pulmonary perfusion curves in which the differ- 
ence in pulmonary size was correlated to endotracheal 
pressure and extrapulmonary negative pressure. With 
positive endotracheal pressure slight perfusion drops 
were noted up to endotracheal pressures of 5 cm. 
H,O; with further pressure increase a rather rapid 
decline ensued. With negative extrapulmonary (pleu- 
ral) pressures up to 5 cm. H,O a perfusion increase 
was registered, but with further increase of negative 
pressure a perfusion drop was seen. The optimal pul- 
monary perfusion in the thorax is at rest with negative 
intrapleural pressures of 2 to 4 mm. Hg. Upon open- 
ing of the thorax and at atmospheric pressure, per- 
fusion of the collapsed lung is the greatest, while 
positive pressure interferes with pulmonary perfusion. 

Experimental studies on dogs revealed that uni- 
lateral total atelectasis caused considerable venous 
shunting. The average oxygen saturation in the fem- 
oral artery dropped from 96.2 per cent to 80.5 per 
cent. Oxygen saturation in the pulmonary artery was 
1.3 per cent higher than that in the vein draining the 
atelectatic lung. A decrease of perfusion of the atelec- 
tatic lung was noted with a relative increase registered 
in the normally ventilated lung. The heart minute 
volume remained unaltered. A new finding was the 
demonstration of decreased perfusion of the atelec- 
tatic lung and increased perfusion of the ventilated 
lung using the Evans’ blue dye method; two separate 
peaks and a delayed decline were shown. The mean 
systemic arterial pressure remained unchanged in the 
presence of unilateral atelectasis, the pulmonary artery 
pressure increased by 1.6 mm. Hg, on the average, 
and in the left atrium by 0.3 mm. Hg. The changes 
in pulmonary perfusion were accompanied by de- 
creased resistance in the normal and increased resist- 
ance in the atelectatic lung. 

The studies verified the occurrence of increased 
venous shunting in cases of an open pneumothorax, a 
finding which was recognized and perhaps over- 
emphasized by Sauerbruch (1904). 

Unilateral or bilateral pulmonary expansion of 
more than 15 cm. H,O causes a decrease of the minute 
heart volume because of cardiac and vessel compres- 


sion. Six patients were investigated while having pul- 
monary resections under nitrous oxide-scolin anesthe- 
sia with small amounts of ether, and in no case was a 
decrease of oxygen saturation of more than 7 per cent 
noted. Ether caused an increase of venous shunting in 
2 patients with pneumothoraces. One patient who 
had occlusion of a bronchus and atelectasis for half 
an hour during operation showed reduction of per- 
fusion of that lung by 15 per cent. 

The use of a new electric flowmeter is discussed 
and its application for the direct measurement of 
pulmonary perfusion noted. 

—Karel B, Absolon, M.D. 


Nonobstructive Consolidation-Atelectasis Following 

Thoracotomy. Morris M. Cutiner, STANLEY B, 
Reicu, and Jacos Asouav. J. Thorac. Surg., 1959, 37: 
Be 


COLLAPSE OF THE LUNG secondary to obstruction by 
secretions of the tracheobronchial tree is a common 
postoperative complication. Collapse of the lung oc- 
curring after thoracotomy, without obstruction of the 
tracheobronchial tree, massive pleural effusion, or 
hemorrhage is a very unusual complication. 

The authors report 4 cases of this complication in 
detail and show the pertinent roentgenographic find- 
ings. In all cases there was opacification of the hemi- 
thorax. It is of interest to note that the collapse oc- 
curred, not immediately after thoracotomy, but rath- 
er over a period of several days postoperatively. 
Mediastinal shift was to the side of the collapse. All 
patients had a paralyzed diaphragmatic leaf, the 
paralysis being temporary in 2 cases and permanent 
in 2. The patency of the major tracheobronchial tree 
was established during the period of collapse by bron- 
choscopy in all cases, at a time when maximum opaci- 
fication was demonstrated by roentgen examination. 

In contrast to the postoperative atelectasis in which 
bronchial occlusion is usually present, and in which 
bronchoscopic aspiration is often dramatically help- 
ful, there was no improvement after bronchoscopy 
and the removal of the minimal secretions present in 
the tracheobronchial tree in these cases. 

— Matthew H. Evoy, M.D. 


Intralobar Pulmonary Sequestration Associated with 
Anomalous Pulmonary Vessels: A Nonentity. Paut 
W. GEBAUER and Cart B. Mason. Dis. Chest, 1959, 
353282) 


ALTHOUGH the reporting of cases of severe localized 
lung damage associated with a large anomalous artery 
is believed to be justified, the designation of such le- 
sions as congenital rests on purely theoretic and un- 
proved evidence. 

The cases of sequestration reported in the literature 
were reviewed. The authors believe sequestration is 
caused by a pathologic process rather than a congeni- 
tal factor. 

Aberrant anomalies are characterized by fetal lung, 
bronchial elements, mucinous cysts, an aortic arterial 
supply, and an azygos venous return. They usually have 
no connection with the pleura or bronchi but often 
have a stalk-like connection with the diaphragm, the 
gastrointestinal tract, or the esophagus. Frequently 
they are associated with other anomalies, Azygos and 
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tracheal accessory lobes are common. The typical mor- 


_ bid anatomy of intralobular sequestration consists of 


thickening, dilatations, mucinous and cystic collections 
in the bronchi, atelectasis, fibrosis, and chronic cellu- 
lar infiltration of the parenchyma, and degenerative 
vascular changes. 

Pryce first proposed the sequestration theory in 
1946, implying ischemic necrosis of a portion of devel- 
oping lung from pressure exerted by an anomalous 
vessel. Other theories include a developmental defect 
of a portion of the pulmonary artery and a sequestra- 
tion of the primitive foregut near the caudal end of 
the laryngotracheal groove. 

There are elements of all the theories of congenital 
origin of sequestration that are at variance with the 
findings demonstrated in the histopathologic study of 
the specimen. The theories and the elements of incon- 
gruity are discussed. Indirect studies do not necessarily 
favor a congenital basis and clinical experiences with 
the surgical treatment of destructive inflammatory 
diseases readily demonstrate the transfer of blood flow 
from the pulmonary to the systemic arteries. This can 
also be produced experimentally. 

A review of 96 cases from the world literature reveals 
that in 83 of them there was a history of significant 
pulmonary infection. Nine others could have repre- 
sented burned out inflammatory processes. Three of 
the cases could have been true anomalies and these 
were associated with diaphragmatic herniae. 

Although aberrant lung anomalies are more rare 
than accessory anomalies, both are congenital and as 
such are occasionally found at autopsy of the newborn. 
On the other hand, no instance of typical intralobular 
pulmonary sequestration with an anomalous pulmo- 
nary artery has been described in an autopsy of a 
newborn. 

It is felt therefore that this entity is the result of 
pathologic processes rather than being congenital; 
that it is confused with bronchiectasis, cystic disease, 
and pulmonary anomalies; that the mediastinal ar- 
terial system can respond to severe and prolonged 
pulmonary infections by developing collateral pul- 
monary supply; and that the absence of the entity in 
thousands of autopsies on newborns is striking. 

—John 7. Bergan, M.D. 


Intrathoracic Meningocele. Lars HiLLentus. Acta med. 
scand., 1959, 163: 15. 


THREE CasEs of intrathoracic meningocele in associa- 
tion with neurofibromatosis are reported by the author 
from the Karolinska Hospital of Stockholm, Sweden, 
He also cites 33 cases that have been described earlier 
in the literature. Approximately 70 per cent of these 
36 patients had associated neurofibromatosis with 
“cafe-au-lait” spots, neurofibromas, and spinal de- 
formity such as kyphosis or kyphoscoliosis. The 
neurologic examination was usually unremarkable, 
but occasionally hyperesthesia or hypesthesia was 
found in thoracic cutaneous segments corresponding 
to the meningocele. The author suggests that the 
simplest way to establish an exact diagnosis is a 
percutaneous puncture of and aspiration from the 
tumor together with analysis of the material obtained. 

A review of the literature revealed that 20 patients 
had been operated upon, 18 with excision and 2 with 
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exploration only. Four of them died with postopera- 
tive complications. Consequently, the author suggests 
conservative therapy except in cases with advanced 
subjective symptoms due to the meningocele, cases 
with progressive enlargement of the meningocele, or 
those with symptoms of pressure on adjacent organs. 
—Gilbert S. Campbell, M.D. 


Hamartochondroma of the Lung (L’amartocondroma 
del polmone). D. Gutiino and G. MeERto. Chir. 
torac., 1958, 11: 480. 


NEOPLASMS OF THE LUNGS, formerly called lipochon- 
droadenoma, fibroadenoma, osteochondroma, adeno- 
chondroma, lipochondroma or mixed tumor, are now 
termed hamartomas. This name has been given by 
Albrecht to formations consisting of an abnormal mix- 
ture of the tissues of which the involved organ is built. 
The quantity, arrangement, and degree of differen- 
tiation of the cells are abnormal. The formation may 
be found at any age. Men are affected, according 
to the literature, from 2 to 4 times as frequently as 
women. 

Four types of hamartochondromas may be distin- 
guished: (1) intraparenchymal, (2) intrabronchial, 
(3) exobronchial and endobronchial, and (4) diffuse 
peribronchial. The first group comprises 78 per cent 
of all reported cases, the second group 19 per cent, 
the third 2 per cent, and the fourth 1 per cent. 

Histologically the formation shows a lobular struc- 
ture formed predominantly by cartilaginous tissue. 
The latter may be hyaline, elastic, or mixed. Connec- 
tive, mucous, or osseous tissues, or transitional stages 
between one and the other, form the rest of the tumor. 
Calcified areas may be encountered. 

As to the histogenesis, the formation is created by 
metaplasia of interstitial connective tissue. 

If the classical definition of blastoma is applied to 
tumors, hamartoma should be considered malforma- 
tion rather than a neoplasm. 

Intraparenchymal hamartomas may remain asymp- 
tomatic or cause a paucity of symptoms whereas in- 
trabronchial formations create a picture of bronchial 
obstruction. 

Roentgenograms of intraparenchymal hamartoma 
resemble those of an echinococcus cyst, solitary cyst 
of the lungs, tuberculoma, initial stage of peripheral 
bronchial carcinoma, solitary pulmonary metastasis, 
chronic lung abscess, or pulmonary infarct. 

The intrabronchial form must be differentiated 
from bronchial adenoma or carcinoma. 

Enucleation is the method of choice in the treat- 
ment of intraparenchymal hamartoma. Endobron- 
chial formations can be removed endoscopically, by 
bronchotomy or by means of pulmonary resection. 

— joseph K. Narat, M.D. 


The Middle Lobe Syndrome (Die Klinik des Mittel- 
lappensyndroms). H. J. Peer. Langenbecks Arch. 
klin. Chir., 1959, 290: 231. 


THE CLINICAL EVALUATION of 27 patients diagnosed as 
having middle lobe snydrome is reported; the disease 
was a true middle lobe syndrome in 21 patients and 
a tumor in 6. 

Middle lobe atelectasis associated with chronic, in- 
flammatory, fibrous, parenchymatous alterations due 











338 International Abstracts of Surgery » October 1959 


to bronchiectasis is the predominant pathologic find- 
ing. Various agents may be the cause. Lymph node 
hyperplasia or destructive bronchitis may cause an 
initial bronchostenosis. The term, middle lobe syn- 
drome, should not be used in cases of bronchostenosis 
caused by foreign bodies, bronchial adenomas, or car- 
cinomas, even though there may be a similar symp- 
tom complex. 

The middle lobe bronchus forms an acute angle 
with the main right bronchial stem; of special 
significance are the lymph nodes that characteristic- 
ally surround the angle between the lower and the 
middle lobe bronchi. ‘These nodes drain not only the 
middle lobe, but the lower lobe and the anterior 
segment of the upper lobe as well. A physiologic func- 
tional deficiency, namely, lessened ability to ex- 
pectorate, may be present because of a decreased 
effect of the diaphragmatic and thoracic movements 
on the middle lobe. 

In the author’s series 11 of 21 patients with the 
middle lobe syndrome had calcified lymph nodes as 
the exciting cause without evidence of active tubercu- 
losis. In the remaining patients, enlarged but not 
calcified nodes were causing bronchial compression. 
Although bronchiectasis in patients with the middle 
lobe syndrome usually is due to bronchostenosis, in 
some patients lymph node hyperplasia will develop 
secondarily to bronchiectasis or pneumonitis and 
produce middle lobe atelectasis. 

The patients’ complaints are generally mild, in dis- 
proportion to the severe roentgenographic findings. 
Not uncommonly the findings will be essentially 
absent and only detailed roentgenographic analysis 
will disclose the process. ‘Tomography will demonstrate 
the obstructive element in some cases; bronchoscopy 
and bronchography may further delineate the patho- 
logic picture. In 16 patients a complete middle lobe 
atelectasis could be demonstrated. In 3 patients the 
lateral and in 2 the medial segments were atelectatic. 
On bronchography complete interruption of the 
middle lobe bronchus was demonstrated in 6 patients 
and of a segmental bronchus in 3. Narrowing of the 
middle lobe bronchus was seen in 6 and bronchiectasis 
in 5 patients. 

The most important point in differential diagnosis 
is the recognition of a bronchial carcinoma. Even 
though Brock found only 8 of 1,200 pulmonary can- 
cers localized in the middle lobe (Jenny, 14 in 1,040), 
other investigators indicated that 50 per cent of the 
middle lobe atelectases masked a cancer. The dif- 
ferentiation is most difficult and procrastination will 
compromise whatever chance for cure the patient has. 

Symptoms of pulmonary suppuration, severe 
bronchostenosis and bronchiectasis are definite in- 
dications for surgical intervention. If cancer can be 
excluded, some asymptomatic patients with middle 
lobe fibrosis may be treated conservatively if they are 
followed up diligently. In the author’s series 14 
patients were treated surgically, 11 by lobectomy, 1 
by bilobectomy, and 1 by bronchotomy with foreign 
body extraction. There were no deaths. Seven 
patients were treated conservatively. The follow-up 
revealed no complications except in one patient who 
returned with pneumonia. 

—Karel B. Absolon, M.D. 


The Natural History of Carcinoma of the Lung, 
Georce L, Emerson, Marion S. EMERSON, and 
Cuar_es E, SHERWOOD. J. Thorac. Surg., 1959, 37: 
291. 


THis REPORT deals with 360 proved cases of carcinoma 
of the lung, the majority having been diagnosed with- 
in the past 15 years. Records were abstracted and in- 
formation was solicited from surviving patients, fam- 
ilies, physicians, hospitals, and institutions where 
roentgenograms might have been taken. Any past 
roentgenograms that were available were collected 
and reviewed in conjunction with later films made at 
the time of the diagnosis of the patient’s carcinoma. 

The authors found an average interval of almost 7 
months between the first symptom and the clinical 
diagnosis of carcinoma of the lung. The data relating 
to the early roentgenographic findings in cancer of the 
lung have shown that certain changes are highly sig- 
nificant. Hilar, mediastinal, and large parenchymal 
masses, as well as gross atelectasis, produce roentgen- 
ographic shadows strongly suggestive of carcinoma 
and are of serious prognostic import. Somewhat less 
obviously produced by a cancer but to be viewed 
with a high degree of suspicion are obstructive pneu- 
monitis, a small hilar nodule, localized emphysema, 
and thick-walled irregular abscesses. 

Forty-four per cent of the patients in this series had 
no roentgenogram taken prior to the time of diagno- 
sis, or none was available. Yet, the changes present on 
the roentgenograms taken at the time of admission 
were such that the results of the roentgenographic 
study of many patients would have been positive if 
films had been taken during the preceding year. An 
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increase in the frequency of roentgenograms should, | 


therefore, provide earlier diagnosis. 
— Matthew H. Evoy, M.D. 


Survival in Lung Cancer. Katuarine R. Boucor, 
Uraxo Horr, and Martin J. Soxotorr. WV. England 
Jj. M., 1959, 260: 742. 


THE AUTHORS review 250 consecutive cases of patients 
with cancer of the lung. One hundred patients were 
followed up 5 years or longer and the 5 year over-all 
survival rate was 17 per cent. This survival rate in- 
cludes the cases of 6 patients who did not have surgical 
resection for their disease. If only patients who had 
resection were considered, 30 were followed up for 5 
years or longer and the 11 survivors represented a 37 
per cent survival rate, a figure comparable to that re- 
ported by other surgeons for resection when the lesion 
appeared localized. 

The survival rate for persons over 55 years of age 
was approximately twice that for persons under that 
age. 

Contrary to the impression gained from the litera- 
ture, the authors found that in Philadelphia lung can- 
cer was about twice as prevalent in nonwhites as it was 
in whites. Males outnumbered females in this series by 
10 to 1. There were too few females to compute sig- 
nificant survival rates, but it is suggested that the lower 
index of suspicion for the disease in women may be 
the explanation for the poorer prognosis usually as- 
signed to them. 

The best survival rate was found in patients with 
squamous cell carcinoma, with 25 per cent of 57 pa- 
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tients still alive 5 years after the first roentgenogram 
revealing abnormal findings. Of 18 patients with 
adenocarcinoma traced for 5 years, 17 per cent were 
still alive. Of 11 patients with undifferentiated lung 
cancer, none were alive after 5 years. 

There was a significant correlation between the sur- 
vival rate and the clinical status at the time of the first 
roentgen examination with a positive result. Of the 43 
patients who were asymptomatic but the results of 
their roentgen examinations were positive, 53 per cent 
were still alive after 3 years. Of those with clinically 
manifest disease at the time of the first roentgenogram, 
only 9 per cent survived 3 years. 

Patients who have resections before there is evidence 
of metastasis also have a better prognosis. The most 
efficient method of taking advantage of these favor- 
able factors is periodic chest roentgenographic study 
of asymptomatic persons in the lung cancer age group. 
The importance of this measure needs stressing, par- 
ticularly because of the current hysteria about the 
dangers of radiation. Semiannual chest roentgeno- 
grams are recommended. 

Radiologists should over-read possible positive find- 
ings in routine survey chest films to reduce the number 
of erroneous negative reports. There were 46 erroneous 
negative reports in this series, cases in which review of 
the previous films of patients with proved cancer re- 
vealed findings that could have suggested earlier in- 
vestigation if the original reading of the film had been 
more critical. —Stanley W. Tuell, M.D. 


Two Cases of Pulmonary Chorioepithelioma, Success- 
ful Treatment with Surgical Removal (Deux cas de 
chorioepitheliome pulmonaire, traités avec succes par 
intervention chirurgicale). J. VARANGoT, A. GRANJON, 
and S. Yannotti. Presse méd., 1959, 67: 582. 


PosTGESTATIONAL pulmonary chorioma is a lethal dis- 
ease according to the statistics collected from all the 
series reviewed. Surgical intervention is infrequent 
and cure after resection is rare, for which reasons the 
authors report in detail 2 cases with 4 and 6 year 
follow-ups and apparent cures. Analysis of their ex- 
periences and review of the literature emphasize the 
following points: 

1. The first case was classic in that it illustrated the 
delay between a molar episode and the discovery of a 
pulmonary metastatic lesion. 

2. The sequence of normal pregnancy between the 
mole and the appearance of the pulmonic chorioma 
was noted, an observation also recorded by others. 

3. The relative importance of the mole and the 
pregnancy is discussed. That the mole is a prerequisite 
for the pulmonary metastasis is supported to a certain 
degree by the identification of gonadotropic hormones 
in the blood following extirpation of the primary le- 
sion; the pulmonary metastases remain quiescent for 
some time. Pulmonary metastasis may represent a 
blood-borne effect of pregnancy with failure of regres- 
sion in the postpartum period. 

4. In the second case, the initial episode was a mis- 
carriage in the second month of pregnancy. Curettage 
was carried out, followed by discovery of the pulmonic 
lesion a month later. The pathologist made no men- 
tion of chorioepithelioma in the tissue removed by 
curettage. 
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5. There was no chorioma in the surgically ex- 
tirpated uterus of the first patient, whereas the uterus 
of the second patient did show tumor. 

6. The preoperative diagnosis of chorioma of lung 
is not simple since symptoms and signs, roentgenogra- 
phy, smears of bronchoscopic washings, and broncho- 
scopic examinations are not specific. Detailed gyne- 
cologic workup is seldom conclusive and biologic tests 
for circulating gonadotropic hormones vary in results. 
The true diagnosis.frequently is established only after 
pathologic examination of the resected lobe of the 
lung. 

7. The authors support the contention that surgical 
intervention is the treatment of choice because surgical 
risk is small, the procedure is frequently necessary for 
diagnosis and cure, and lobectomy affords the best 
chance for long survival. Hysterectomy seems wise 
even though primary tumor may not be found in 
every case. 

The appended bibliography is extensive. 

— Edwin 7. Pulaski, M.D. 


Metastatic Pulmonary Lesions, Report of 6 Surgi- 
cally Treated Cases. L. VirKKuULA. Ann. chir. gyn. 
fenn., 1959, 48: 37. 


THE AUTHOR reports 6 cases of patients with pul- 
monary metastases who were operated upon between 
1953 and 1958. There were 3 men and 3 women, 
from 17 to 51 years of age at the time of the pul- 
monary operation. 

Secondary tumors of the lung generally represent 
a serious stage of the disease. The metastatic lesion 
had caused respiratory symptoms in 3 patients and 
was silent in 3. In the patients with symptoms the 
metastases were large. Cough was the outstanding 
symptom and one of the patients had hemoptysis. 
The diagnosis of pulmonary metastasis rested on the 
past history and on the nature of the mass as shown 
by roentgenogram. In one patient the metastatic 
lesion was diagnosed and excised before the primary 
tumor, and in another the pulmonary metastasis was 
diagnosed simultaneously with the primary tumor. All 
patients recovered without complications after the 
operations for pulmonary metastasis. At each opera- 
tion the metastasis could be removed without diffi- 
culty because it had not invaded the chest wall or the 
mediastinum. In- 3 cases, the hilar nodes were en- 
larged and specimens were taken for histologic 
examination, but in only one case were the cells 
suspected to be malignant. In the patient concerned, 
numerous metastases appeared in different parts of 
the body after about 3 months; and thus the possible 
hilar metastases, even in this case, were not definitely 
derived from the pulmonary metastasis. The type of 
the pulmonary operation, the time interval between 
the operations for primary and secondary tumors, and 
the survival times are presented. One of the patients 
is asymptomatic 10 months after the operation for 
pulmonary metastasis. 

The general trend in operations for pulmonary 
metastatic lesions is towards a small resection. This is 
due to the fact that pulmonary metastasis has less 
tendency to lymphatic spread than has primary 
bronchogenic carcinoma, and in addition the results 
of operation have not been found to be related to the 
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extent of the resection. The following data favor the 
removal of a solitary lung metastasis if the patient is 
in good general condition and there is no evidence of 
local primary recurrence or other metastases: 

1. There are cases in which cure has been obtained 
by removal of the pulmonary metastasis. 

2. The metastasis may be completely resistant to 
roentgen ray therapy. 

3. ‘The presumed metastasis may be some pul- 
monary lesion entirely independent of the previous 
malignant tumor. 

4. The surgical risk is small and a conservative 
pulmonary resection usually suffices. 

— Robert Turell, M.D. 


HEART AND PERICARDIUM 


Malformations of the Heart and Large Vessels in 
25,467 Autopsies (Missbildungen des Herzens und 
der grossen Gefaesse unter 25,467 Obduktionen). H. 
A. HACKENSELLNER. Klin. Med., Wien., 1959, 14:61. 


THIs REPORT is concerned with malformations of the 
heart and juxtacardiac vessels collected from autopsy 
reports and the Pathologic Museum of the Wilhel- 
minenspitals in Vienna, Austria, in the period from 
1931 to 1954 inclusively. In this period 116 malforma- 
tions of the heart and large vessels were found (0.45 
per cent of all autopsies). ‘The study includes not only 
mature cadavers, but also those of premature infants 
and fetuses (up to 35 cm. in body length). 

The cases observed were divided into six 4 year 
periods. The variations from the expected incidence 
for each of these periods, with a marked increase in 
incidence at the close of the Second World War, were 
calculated by the ,? statistical method and found to 
be statistically valid. 

The distribution of the malformations according to 
sex and age as well as their anatomic correlation, i.e., 
the number of transpositions, compared with the 
number of septal defects, and their association with 
other malformations and anomalies (mesenterium 
commune, congenital dislocation of the hip, ureter 
duplex, and syndactylia), could both be treated 
statistically because of the smallness of the numbers 
represented or they did not exhibit a significant dif- 
ference from the incidence which could be expected 
to result from mere chance. 


— John W. Brennan, M.D. 


Intermittent Inflow Occlusion for the Direct Visual 
Repair of Atrial Septal Defects. JuLIAN JoHNson, 
CuHarRLEs K. Kirsy, WILLIAM S. BLAKEMORE, and 
Harry F. Zinsser. 7. Thorac. Surg., 1959, 37: 314. 


THE EXPERIENCE of these authors indicates that the 
two great hazards in the use of hypothermia for the 
closure of atrial septal defects are, first, the use of a 
too severe degree of hypothermia and, second, the use 
of too long a period of inflow occlusion. If moderate 
hypothermia (90 degrees F.) is used and if the inflow 
occlusion does not exceed 4 minutes, there appears to 
be little if any risk in using this technique. Although 
most atrial septal defects can be closed in that period 
of time, after the surgeon has had experience with 
the technique, there remains the occasional defect 
which requires more time. 


There are three methods to increase the time avail- 
able for closing an atrial septal defect under hypo- 
thermia. One is the use of lower degrees of hypother- 
mia, but this increases the risk of ventricular fibrilla- 
tion with all the side effects and problems that accom- 
pany it. A second method is utilization of an arterial 
transfusion into the coronary arteries through the base 
of the aorta during the time of the occlusion. The 
third method of obtaining increased time for suturing 
when it is required and the one that the authors prefer 
is the use of intermittent inflow occlusion. Using this 
technique, the surgeon adds nothing to the risk of the 
vast majority of operations when the defect can be 
closed in the 4 minute interval, whereas he is in a 
position to obtain additional time in those instances 
in which it is required. It has been the authors’ custom 
in the use of this latter technique to clamp the venae 
cavae first and start counting their time from that 
point. After about 15 beats of the heart, the aorta is 
clamped and the clamp is removed from the incision 
previously made in the right atrial wall. In good-risk 
patients in whom the pulmonary artery pressure is 
relatively normal very little blood has to be aspirated 
from the heart when the right atrium is opened. In 
the patient with pulmonary hypertension who is on 
the verge of heart failure, however, a fair amount of 
blood may still have to be aspirated from the atrium 
in order to get adequate visualization. If the septal 
defect is evaluated as completely as possible by finger 
palpation through the right atrial appendage before 
the atrium is opened, the surgeon can start sewing 
almost as soon as the atrium is opened. 

If after 3.5 minutes it becomes apparent that it is 
going to take more than an additional minute to com- 
plete the closure of the defect, they remove the clamps 
from the venae cavae, allow the atrium to fill with 
blood, close the atrium, and immediately remove the 
clamp from the aorta. The circulation is then restored 
for 10 minutes or so before using inflow occlusion for 
a second period of direct visualization to complete 
the closure of the defect. In this manner, it is theo- 
retically possible to have an unlimited amount of time 
at the disposal of the surgeon. For practical purposes 
most atrial defects can be closed with one 4-minute 
period and seldom, indeed, is it necessary to use more 
than two 4-minute periods of inflow occlusion. In 
their entire series, they have had only one patient in 
whom it was necessary to use three periods and a sec- 
ond patient in whom it was necessary to use four 
periods of inflow occlusion. In none of these patients 
has there been any complication from the repeated 
use of intermittent inflow occlusion. 

— Matthew H. Evoy, M.D. 


Hypothermia at Temperatures of Less Than 20 De- 

ae" Centigrade (Tiefe Hypothermie unter 20° C.). 

. Spoun, E. Kois, J. HEmnzEL, and R. Kratzert. 
Langenbecks Arch. klin. Chir., 1959, 290: 365. 


INDUCED HYPOTHERMIA at temperatures of 30 to 28 
degrees C. allows interruption of the circulation for 
6 to 8 minutes; this is suitable for repair of intra- 
auricular septal defects, but the interruption of longer 
duration that is necessary for repair of more compli- 
cated anomalies is not possible. Because of the oc- 
currence of asystole and fibrillation, cooling under 
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28 degrees C. had previously been considered unsuit- 
able, but Watanabe, Okamura, and Ishikawa demon- 
strated in experiments on dogs that profound hypo- 
thermia could be accomplished with negligible 
mortality. 

The authors performed the following procedures 
under deep hypothermia: thoracotomy with clamp- 
ing of the great vessels, homotransplantations of the 
aortic arch, ventriculotomy, and ventriculotomy with 
pulmonary valvulotomy. In the first group of 25 
dogs, only 48 per cent were salvaged but after this 
initial learning period a mortality of 8 per cent was 
accomplished in the second series of 25 dogs. On the 
average, the period of cardiac exclusion lasted 49 
minutes. The average rectal and oral temperatures 
were 17.5 degrees and 16.2 degrees C., respectively. 
Temperatures of less than 20 degrees C. were main- 
tained for an average of 124 minutes. Cardiac mas- 
sage to resuscitate the animals was performed for an 
average of 38 minutes upon rewarming. 

One of the prerequisites of survival in hypothermia 
of less than 20 degrees C. is deep enough anesthesia. 
If this precaution is taken fibrillation is uncommon 
during the cooling period. 

With the body temperature at low levels the carbon 
dioxide content of the exhaled air drops considerably. 
The frequency and tidal volumes of respiration are 
then decreased to maintain the alveolar content of the 
exhaled gas at 4 to 4.5 per cent carbon dioxide. 
Hyperventilation is contraindicated. The authors’ 
analyses showed that even after protracted circula- 
tory interruption at temperatures of less than 20 
degrees C., carbon dioxide passed into the alveolar 
air only to a limited degree. 

Sinus rhythm was maintained upon cooling to 
temperatures of 20 degrees C. in 46 dogs and in 39 
until the time of cross-clamping of the large vessels. 
The authors believe it is of no consequence if asystole 
or fibrillation develops during cardiac occlusion. 
This is contrary to the experiences of Niazi and Lewis 
who were not able to resuscitate animals in whom 
ventricular fibrillation developed after the circula- 
tion was interrupted at 17 to 18 degrees C. The 
authors report only minimal hemoconcentration dur- 
ing and after cooling. Platelets and white blood cells 
decreased and at the end of the rewarming period 
increased or returned to the initial levels, the differ- 
ential count showing a moderate shift to the left. The 
coagulation time was shortened during the cooling 
phase and was markedly prolonged only during the 
rewarming period. A decrease of serum sodium and 
potassium was noted while the cooling progressed; 
an increase of potassium was noted during the re- 
warming period, the sodium remaining constant. A 
similar decrease and rise of the lactic acid level was 
found. The latter is considered to be an important 
factor in the development of metabolic acidosis. 

The authors believe that ether is the most suitable 
anesthetic for induced hypothermia. Under the con- 
ditions stated, hypothermia of 20 degrees C. and 
lower is an acceptable technique for repair of even 
the complicated intracardiac defects for which longer 
periods of occlusion are necessary. The competition 
of this new technique with pump-oxygenators is 
predicted. —Karel B. Absolon, M.D. 
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Cardiac Surgery in the Newborn. Haro tp A. Cot- 
Lins, F. James HarserG, Luis R. Sottero, Dan G. 
McNamara, and Denton A. Cootey. Surgery, 1959, 
45: 506. 


THE HIGHEST MORTALITY in congenital heart disease 
occurs in the first year of life and it is estimated that 
34 per cent of the babies born alive with congenital 
cardiac malformations are dead by the end of the first 
month, 61 per cent by the end of the first year. The 
principal malformations responsible for cardiac deaths 
in infancy are said to be tetralogy of Fallot and trans- 
position of the great vessels. Other anomalies which 
are particularly serious during infancy include ven- 
tricular septal defects, tricuspid atresia, anomalies of 
the aortic valve and ascending aorta, and coarctation 
of the aorta. Cardiac failure and anoxemia are chiefly 
responsible for death. Careful medical management 
may lead to striking improvement and is the preferred 
treatment when possible. 

During the past 4 years 120 infants under the age 
of 1 year have been surgically treated in a children’s 
hospital for these malformations. All operations were 
performed on an emergency or semiemergency basis. 
Operation was performed on 13 infants less than one 
month of age and there were 9 survivors. In 38 infants 
a pump-oxygenator was required. A direct attack was 
possible in aortic stenosis, pulmonary stenosis, patent 
ductus arteriosus, ventricular septal defect, coarcta- 
tion, and total anomalous pulmonary venous drain- 
age. In the remaining lesions establishment of a shunt 
between the systemic and pulmonary circulations was 
performed. 

The authors tabulate their experience listing the 
lesion, number of patients, age range, and survival. 
The over-all survival rate was 69 per cent. Twenty 
additional patients less than 1 year of age have been 
operated upon by the- authors since the paper was 
submitted, with only 3 deaths. On the basis of this 
experience the authors believe that early operation 
during infancy may be life saving in a high proportion 
of infants with serious cardiovascular malformations. 
Their experience with particular defects is related in 
detail. —Allan D. Callow, M.D. 


Defects of the Interventricular Septum in Infancy: A 
Two-Stage Approach to Their Surgical Correction. 
Howarp D. Siraxk, Don M. Hosier, and H. WiLit1aMm 
CLatwortny, JR. NV. England J. M., 1959, 260: 147. 


IN AN EFFORT to reduce the high mortality of open 
heart surgery for interventricular septal defects in 
infants a two-stage procedure is described. In a study 
of 2,586 autopsied cases there were 288 major con- 
genital heart defects. Twenty-three patients with an 
uncomplicated defect of the interventricular septum 
succumbed between the age of 3 days and 15 months; 
14 died within the first 3 months of recurrent respira- 
tory distress. If the pulmonary hypertension is not 
controlled, medial and intimal changes occur in the 
small pulmonary arteries and preclude an eventual 
cure. If the pulmonary artery and aortic pressures are 
equal and the pulmonary vascular resistance is great, 
the operative mortality is 50 per cent as compared 
with 2.5 per cent in cases with lesser changes. 

The first stage consists of narrowing the pulmonary 
artery by a constricting band of dacron or teflon 
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which will produce a pressure drop of about 50 mm. 
across the “tuck.” This reduces the work of the left 
ventricle and prevents the development of pulmonary 
hypertension with the vascular changes in the pul- 
monary bed. At the second stage, which is performed 
several years later, the septal defect is closed and the 
pulmonary artery lumen restored to its normal size. 

A successful operation on a 3 month old infant with 
a 25 month interval after the “tuck” operation and 
the repair is described. Recatheterization revealed 
restoration of the saturation and pressure values. Pa- 
tients who have a ventricular septal defect and enough 
pulmonary stenosis to balance the cardiac hemody- 
namics may live to adult life because the small pul- 
monary arteries remain normal. 

This procedure is applicable only to interventricu- 
lar septal defects or defects of a single ventricle with 
competent atrioventricular valves. Patients with atrial 
septal defects or the atrioventricularis-communis type 
of lesion did not survive the “tuck” operation. If the 
infants are not operated upon early they succumb to 
heart failure or recurrent pneumonia. The two-stage 
operation is advocated for infants under 10 pounds in 
weight, and the second stage is delayed until the child 
is larger and can better withstand open heart surgery. 

—Gabriel P. Seley, M.D. 


The Role of the Left Ventricle in the Surgical Man- 
agement of Aortic Stenosis. Rosert P. GLovER and 
Howarp L, Gappoys. Angiology, 1959, 10: 1. 


DISEASES OF THE AORTIC VALVE, both stenosis and in- 
sufficiency, have remained the most resistant to direct 
surgical repair. Increasing experience with the patho- 
physiology of aortic stenosis has begun to clarify this 
condition and improve its management. 

The aortic valve cusps become scarred and calcified 
not only because of the rheumatic disease but also 
because of their position in the blood stream directly 
in the path of high pressure flow from the left ventri- 
cle. Thus a constant trauma is added to the inflam- 
matory process with the attendant deposition of fibrin 
and calcium. To be successful, surgical intervention 
must be carried out before the extremes of the above 
conditions have been reached. 

The left ventricle is under great strain. The ventric- 
ular mass is increased while the blood supply is di- 
minished because of the smaller amount of blood 
reaching the aorta through the stenotic valve. 

Clinical classification is helpful in timing the sur- 
gical intervention. The classifications are: stage I, 
typical systolic murmur; stage II, patient aware of 
forceful heart action, palpitations, and easy fatigabil- 
ity; stage III, diminished myocardial reserve with 
symptoms of dizziness, syncope, and/or substernal 
discomfort; stage IV, beginning left ventricular failure 
characterized by periods of pulmonary congestion 
and edema; stage V, left ventricular failure with super- 
imposed right ventricular failure, hepatomegaly, 
ascites, and peripheral edema. Death soon follows. 

Ideally, the patient should be operated upon in 
stage II and certainly not be allowed to progress be- 
yond stage III if a successful result and a low mortal- 
ity rate are to be obtained. 

The transventricular approach appears to be the 
most acceptable and yields results which are satisfac- 


tory and carry a low mortality. A small two-bladed 
dilator is used and the dilator is opened in two or 
three levels and in one or two planes. By this tech- 
nique the initial gradients across the valve may be 
diminished to one-third the preoperative level. 

The ideal treatment will consist of the replacement 
of the diseased valve by a prosthesis when a good one 
becomes available. The results in 78 patients are pre- 
sented and include all patients operated upon during 
a 6 year period. The first 37 were operated upon 
using the Larzelere-Donaldson dilator and the remain- 
ing 41 patients were operated upon using the approach 
and smaller instrument described by Brock. The ma- 
jority of these patients were in stage IV or V, that is, 
far advanced disease. 

The mortality for the first 37 patients was 46 per 
cent, while the mortality for the later group was 4.8 
per cent. Seventeen of the 19 deaths were in patients 
with far advanced disease. 

In the entire series 15 patients have died since 
leaving the hospital (from one to 41 months after 
operation). 

Since 1954 direct pressure studies have been made 
at the time of operation. The preoperative average 
pressure gradient was 78 mm. of Hg and the post- 
operative average was 27 mm. of Hg. 

Twelve of the 37 patients in the original group are 
alive and all have been benefited. The cases of 33 of 
the 41 patients operated upon by the new technique 
were analyzed. Twenty-five patients are alive and 22 
have definitely been benefited. None of the patients 
has. evidence of aortic insufficiency and 19 of them 
have returned to their occupations. 

— John H. Davis, M.D. 


The Surgical Treatment of Mitral Stenosis. Section 
on Cardiovascular Surgery of the American Col- 
lege of Chest Physicians. Dis. Chest., 1959, 35: 435. 


‘THIS ASSESSMENT is based on a questionnaire answered 
by surgeons responsible for 10,000 operations for mitral 
stenosis. The over-all operative mortality averaged 
6.8 per cent with individual variations from 1.5 to 14 
per cent involving cases of pure and complicated 
mitral stenosis. A postoperative 5 year follow-up 
showed that 70.2 per cent were in good health, 25.5 
per cent had been benefited, and 4.3 per cent were 
in poor condition. Approximately half of the patients 
required reoperation. In 38.4 per cent unicommissural 
operation was performed, in 59.5 per cent the opera- 
tion was bicommissural, and in 2.1 per cent only the 
valves were dilated. Subvalvular stenosis (chordae- 
papillary cross fusion) was variably identified by sur- 
geons; the incidence rate ranged from 0 to 63 per cent. 
Regurgitation was created operatively in 15.5 per 
cent of the patients and varied from slight to severe. 
The postcommissurotomy syndrome or a prolonged 
febrile reaction occurred in 8.1 per cent of the pa- 
tients and in the more complicated cases this figure 
increased to 17.3 per cent. Opinion as to the cause of 
this reaction was equally divided between a rheumatic 
and nonrheumatic origin. Arterial embolization was 
caused operatively in 8.3 per cent of the patients with 
atrial fibrillation and in 2.5 per cent with normal 
sinus rhythm. The incidence of abolition of the dias- 
tolic murmur of mitral stenosis was 8.1 per cent. 
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Reduction in heart size, determined by roentgeno- 
gram and due to the operation, was demonstrated in 
25.7 per cent. Restenosis of the mitral valve after the 
operation occurred in 2.8 per cent. Restenosis may 
occur as a result of incomplete mobilization, rheumatic 
activity, or extreme valvular disease. The following 
were listed as contraindications to surgery of the 
mitral valve: rheumatic activity, intractable heart 
failure, uncorrectable disease of other valves, subacute 
bacterial infection, serious mitral regurgitation, ad- 
vanced age, recent embolic episodes, grade 1 mild 
cases, and chronic liver episodes. 


—B.G. P. Shafiroff, M.D. 


The Treatment of Cardiac Arrest Following Myocar- 
dial Infarction. Joun G. McGrecor and Dwicut E. 
Newton. U.S. Armed Forces M. F., 1959, 10: 125. 


THE AUTHORS report the fourth case of successful car- 
diac resuscitation following arrest secondary to myo- 
cardial infarction and review the experience of such 
therapy in one hospital. 

Successful resuscitation depends upon the prompt 
recognition of cardiac arrest and the institution of 
immediate therapy. The diagnosis is made on the 
abrupt onset of coma, the absence of heart sounds, 
and the failure to obtain peripheral pulses. The caro- 
tid and/or femoral arteries are the ones that should 
be palpated. Other signs are unreliable and time is 
wasted in checking for them; this is also true of the 
electrocardiogram. In general, emergency thoracoto- 
my is indicated if peripheral pulses cannot be felt. 

Most studies indicate that cardiac massage must be 
started within 4 minutes if resuscitation is to be success- 
ful. Successful resuscitation depends upon the presence 
of at least 2 persons. One of them must open the chest 
and institute cardiac massage while the other provides 
an adequate airway and administers oxygen and arti- 
ficial respiration. 

Once cardiac massage and the insufflation of the 
lungs have been accomplished defibrillation is usually 
necessary. This procedure may await the arrival of a 
surgical-anesthetist team and proper equipment. Elec- 
tric shock has been shown to be the method of choice 
for defibrillation. If repeated shocks are unsuccessful, 
procaine amide hydrochloride, calcium chloride, epi- 
nephrine, sodium lactate, or potassium chloride should 
be given into the left ventricle. The sequence of drugs 
usually depends upon the operator. 

Five cases of attempted resuscitation are presented 
in detail. One of the patients underwent successful 
defibrillation and recovery but the remaining 4 pa- 
tients died. — John H. Davis, M.D. 


Sixty Penetrating Wounds of the Heart. James P. 
Isaacs. Surgery, 1959, 45: 696. 


From 1937 to 1959, a total of 133 patients with pene- 
trating heart wounds were brought to the Johns Hop- 
kins Hospital. Of these 73 were dead on arrival at the 
hospital. The remainder were treated, with a resulting 
mortality of 16.7 per cent. The mortality rate from 
gunshot wounds of the heart was greater than that 
from stab wounds. Two-thirds of the patients ex- 
hibited manifestations of acute pericardial tamponade 
alone; others had signs of severe extrapericardial 
hemorrhage alone or combinations of both. 
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Acute pericardial tamponade when treated by 
aspiration and supportive measures resulted in a mor- 
tality rate of 2.5 per cent. Cardiorrhaphy was required 
in one-fourth of the latter cases. In patients with 
extrapericardial hemorrhage operative interference 
was necessary and cardiorrhaphy was performed in 
50 per cent of these cases. In the postoperative follow- 
up only 2 patients had constrictive pericarditis. 

The hemodynamic effects of acute pericardial 
tamponade were studied experimentally in dogs. The 
old concept of obstruction to cardiac inflow at the 
venoatrial junction and at the pulmonary venous-left 
atrial junction was not confirmed. The concept of 
hindrance to diastolic expansion of the heart due to 
the tamponade was also rejected. Experimentally, 
tamponade was produced by the injection of 130 c.c. 
of air into the pericardial sac of 20 kgm. dogs. Me- 
chanical pressure-volume interrelationships of peri- 
cardium and ventricles could be expressed exponen- 
tially. 

A critical pericardial pressure was necessary be- 
fore ventricular effects were obtained. The effective 
ventricular filling pressure was determined by sub- 
tracting the pericardial pressure from the intraven- 
tricular pressure. Pericardial pressure as an external 
pressure counteracted the intraventricular venous 
pressure in diastole. Sympathetic neuromediators pro- 
vided compensatory mechanisms for neutralization 
of the effects produced by cardiac tamponade. Sym- 
pathomimetic amines and norepinephrine raised aortic 
pressure and cardiac output. 


—B. G. P. Shafiroff, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Roentgen Kymography of the Esophagus (La roent- 
genchimografia dell’esofago). FRANco FuGazzoia. 
Arch. ital. mal. app. diger.; 1959, 25: 434, 455. 


KymocraPHy, originally employed for the study of 
cardiac action, has proved its value in the investi- 
gation of functions of other organs. The tonus and 
contractility of the esophageal wall can be appraised 
with this method. As to the technique, the mobile 
and fixed grills supplement each other. The immobile 
grill proved especially valuable in the study of the 
lower third of the esophagus. The mobile grill is 
particularly useful in the examination of esophageal 
segments adjacent to a lesion. Pictures are taken in a 
right anterior direction with the patient in the erect 
position because, as a rule, the esophagus is in the 
vertical position during ingestion of food. Pictures are 
taken during inspiratory apnea. Only so much opaque 
medium is administered as is necessary to visualize 
the segment studied. 

The method is very suitable for determination of 
velocity of peristaltic waves. The movements of the 
diaphragm and the mechanism of passage of semi- 
liquid and semisolid substances and of a solid bolus 
can be investigated. The influence of respiration on 
the descent of the bolus and its passage through the 
epiphrenic ampulla and the diaphragmatic hiatus can 
be studied. The importance of the latter in the last 
phase of deglutition can be demonstrated, and 
dyskinesia of the esophagus and the cardia can be 
diagnosed early and precisely. 
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Spontaneous contractions of the esophagus are rare. 
Passive motions are attributable to the proximity of 
the cardiovascular apparatus. 

Perfect familiarity with kymographic pictures of 
the normal esophagus is essential for correct interpre- 
tation of pathologic findings. 

Alterations of the tonus and motility of the esopha- 
gus not infrequently create diagnostic and thera- 
peutic problems, as they may be of central, peripheral, 
local, or reflex origin. Kymographic studies in such 
cases may contribute to clarification of the diagnosis. 

Limited spastic dystony can be demonstrated; the 
peristaltic wave stops at a certain point or shows a 
delayed progress. Dissociation of the tonus and peri- 
stalsis can be noticed; for instance, normal waves can 
be observed in a hypotonic organ. The effect of 
anesthesia of the stellate ganglion on the esophageal 
peristalsis of the upper third of the organ can be ob- 
served. Kymographic studies show that the tonus as 
well as the motility of the esophagus are influenced 
by gastric neoplasms and gastric resection. The fun- 
dus of the stomach appears to be the site of the origin 
of the regulatory mechanism of the tonus of the 
terminal esophagus. 

The diagnosis and prognosis of parietal lesions is 
aided by kymography, because the exact size of the 
lesion and the degree of functional disturbance can 
be determined. 

The technique of kymography is relatively simple. 
The value of the method is illustrated by reports of 
19 cases in which kymography rendered important 
information. For instance, in chronic gastritis, hy- 
potonus of the esophagus preceded hypertonic con- 
ditions, whereas, in patients with gastric ulcers, hypo- 
tonus was associated with sluggish peristalsis. Diffuse 
hypotonus of the esophagus accompanied duodenal 
ulcers. Hypotonus, hyperkinesia, or conditions diffi- 
cult to classify were noticed after gastric resections. 


— Joseph K. Narat, M.D. 


Simultaneous Fluorocinematography and Intralumin- 
al Pressure Measurements in the Study of Esophage- 
al Motility. Gaston VANTRAPPEN, Martin D. LiEMER, 
Junxo Ikeya, E. Ciinton Texter, JR., and Others. 
Gastroenterology, 1958, 35: 592. 


By SIMULTANEOUS FILMING of intraluminal pressure 
tracings obtained by utilizing three open-tip catheters 
placed 5 cm. apart within the esophagus and con- 
nected to external transducters and amplified 
fluoroscopic images the esophageal motility has been 
studied. This technique permits correlation of pres- 
sure changes within the esophagus with radiologic 
phenomena. The authors believe that a physiologic 
sphincter has been confirmed at the gastroesophageal 
junctional segment. The diaphragm is believed to 
contribute to the closing mechanism at the gastro- 
esophageal junction in that it permits the infradia- 
phragmatic segment of the high pressure zone within 
the esophagus to escape the influence or the negative 
inspiratory intrathoracic pressure by doing this. The 
diaphragm helps to keep the pressure in the infra- 
diaphragmatic segment above the pressure of the 
fundus of the stomach. The phenomena described 
by radiologic appearance as “curling,” ‘“‘corkscrew,”’ 
and “pseudodiverticula” are believed to be mani- 


festations of the same basic phenomenon, that is, non- 
peristaltic activity of the esophagus. Characteristics of 
nonperistaltic activity are described, and these waves 
may vary from nonrepetitive waves in the lower 
esophagus to repetitive waves involving a larger seg. 


ment. In the entire segment there may be complete | 
absence of peristalsis with frequent repetitive waves, | 


elevations of the resting esophageal pressure, and 
abnormalities of the high pressure zone. The transi- 
tional form between the extremes suggests a single 
process with varying degrees of severity. 
Swallowing results in characteristic intraluminal 
pressure changes termed the swallowing or degluti- 
tion complex. The deglutition complex is charac- 


a iene 


terized by four components: (1) an initial small nega- | 


tive dip, (2) a sudden positive wave, (3) a plateau of 
positive pressure or a gradually rising positive wave, 
and (4) a final positive pressure peak. Development 
of fluorocinematographic apparatus with a signifi- 
cantly lower roentgen output (1 to 3 roentgens per 
minute at the table top) permits objective observation 
over a prolonged period of time. Superimposition of 
the pressure tracing on the cine film, achieved by 
means of a superimposition attachment, permits exact 
correlation of the pressure and roentgen data. The 
simultaneous use of fluorocinematography and intralu- 
minal pressure measurements permits the study of the 
nature and function of the different pressure waves, 
the origin of the different parts of the swallowing com- 
plex, the dynamics of nonperistaltic activity, and the 
mechanism concerned with the gastroesophageal 
sphincteric segment. —Allan D. Callow, M.D. 


On the Classification of Carcinoma of the Esophagus; 
Its Diagnostic Criteria and Clinical Significance. 
(Text in Russian), Wu-Y1nc-K’ar, Liu Yune, Hv- 
Maonuwa, Hu-Cuen-Hsianc, and Others. Khirurgia, 
Moskva, 1958, p. 3. 


OBsERVATION of a relatively large number of pa- 
tients with cancer of the esophagus in Peking led the 
authors to the establishment of a classification of the 
various types of this lesion. 

Resection of the esophagus was performed on 100 
patients with squamous cell tumors. The tumors were 
classified according to the macroscopic aspect, his- 
tologic findings, clinical signs, and roentgenologic 
studies. Five types could be differentiated: scirrhous 
(15 cases), fungous (14), medullary (44), ulcerative 
(25), and infiltrating (2). 

A scirrhous tumor encircles and narrows the esoph- 
agus. The serosa above and below the tumor forms 
longitudinal folds, converging toward the neoplasm. 
A funnel-shaped segment above the tumor is visible 
in the roentgenograms. The elasticity of the proximal 
portion is preserved. 

The fungous type assumes a globular or ovoid shape 
resembling the upper portion of a mushroom, and 
protrudes into the lumen of the organ. Ulcerations 
are usually present on the surface of the tumor. In 
contrast to the scirrhous type which frequently in- 
vades all layers of the esophageal wall, the fungous 
variety is usually limited to the mucosa, submucosa, 
and the inner layer of muscularis. In the majority of 
cases no more than one half the circumference of the 
organ is invaded. Esophagrams show a filling defect. 
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The medullary type usually invades the entire 
thickness of the esophageal wall. In the authors’ series 
the entire circumference of the organ was involved in 
50 per cent of the cases. With the exception of one 
tumor, all were ulcerated. As a rule, the degree of 
narrowing of the esophageal lumen is higher than in 
the scirrhous type and easily detectable in the roent- 
genograms. The elasticity of the adjacent proximal 
segment of the esophagus is either greatly impaired or 
completely gone. The surface of the tumor is rough or 
ulcerated. 

The ulcerative form has an ovoid shape or irregular 
outlines. In the majority of cases only a small portion 
of the circumference of the wall is involved. The ulcer 
penetrates deeply into the muscular layer and forms 
a niche that is visible in roentgenograms, especially in 
a profile view. The lumen of the esophagus is not at 
all or only slightly narrowed, but the elasticity and 
mobility of the organ are greatly impaired. 

The last type infiltrates extensively the mucosa and 
submucosa. In both cases observed by the authors the 
entire circumference of the esophagus was affected but 
there was no narrowing of its lumen. In the roent- 
genograms the involved segment had a moth-eaten 
appearance. 

The scirrhous tumors appear with greatest fre- 
quency in the middle portion of the esophagus, the 
fungous type in the lower third, and the medullary 
and ulcerative types in the upper segment. The in- 
vasive tendency is least marked in the fungous type. 

The authors are of the opinion that the 5 types de- 
scribed either may be separate entities or represent 
various stages of one kind of tumor. The type of neo- 
plasm may be determined roentgenologically in a 
large percentage of cases. Roentgenograms should be 
taken in various directions and also with the patient 
in erect and reclining positions. 

The popular opinion that the scirrhous type gives 
the best prognosis finds no support in the authors’ 
statistics. — joseph Narat, M.D. 


Statistical Review of 5 Year Cures After Operation for 
Carcinoma of the Esophagus (Statistische Ubersicht 
iiber Funfjahresheilungen nach Operation beim 
Esophaguscarcinom). Komet NAKAYAMA. Chirurg, 
1959, 30: 149. 


SURGERY OF THE ESOPHAGUs in Japan dates from the 
cases reported in papers read at the meeting of the 


Japanese Surgical Society in 1932 by Ohsawa and 


Seo. This surgery at that time was very difficult, and 
Seo reported 16 operations for carcinoma of the 
esophagus with a mortality of 50 per cent. 

In the last 12 years, the author has performed a 
radical operation for carcinoma of the esophagus and 
cardia in 975 cases. Of these, 35 have survived more 
than 5 years. From 1946 to 1957, 6,044 patients with 
carcinoma of the intestinal tract applied at his clinic. 
The majority of lesions of the stomach and esophagus 
were in men. The total number of patients with 
carcinoma of the esophagus and cardia who applied 
was 2,382, of which 1,951 were admitted to the clinic. 
In 975 of these, radical operation was performed. The 
author divides these cases into two types: (1) car- 
cinoma of the upper and middle esophagus, and (2) 
carcinoma of the lower esophagus and cardia. 
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The antethoracic method with a lower mortality is 
preferred to the intrathoracic method. The mortality 
of the author and his colleagues was 5.8 per cent, as 
compared to Petrov’s 50 per cent and Sweet’s and 
Katsura’s 17.4 and 14.1 per cent mortalities, respec- 
tively. The author believes his lower mortality is due 
to the method of operation, especially the antethoracic 
method in the upper and middle regions of the 
esophagus. 

Tables show the mortality and survival time of 
patients operated upon, by other surgeons, the loca- 
tion of the carcinoma, and histologic findings, with 
end-results, metastases, and infiltration. 

With the exception of carcinoma of the cardia, 16 
of those with carcinomata of the esophagus survived 
more than 5 years. Of these, 10 had been operated 
upon by the antethoracic method. By this method, 
resection of the carcinoma of the thoracic esophagus 
with inclusion of the lymph nodes is possible. 

Examination of 50 cases showed that a good result 
was obtained in the basal cell carcinoma; the 5 year 
survival cases belonged to this group. A table gives the 
different histologic groups. Of the 5 year survivals, 50 
per cent had no metastases. Another table shows the 
infiltration of the different groups. 

The author concludes that, although his results 
show great progress in surgery of carcinoma of the 
esophagus, there is much work to be done to improve 
these results still further. 

—Alfred H. Noehren, M.D. 


Results of Resection of Esophageal Diverticula (Ueber 
die Resultate der mi ag der Speisero- 
ehrendivertikel). D. HrktovA-SerA. Zbl. Chir., 1959, 
84: 81. 


EXPERIENCE with 18 one-stage resections of esopha- 
geal diverticula, including follow-up studies for as 
long as 8 years, led to the conclusion that the single- 
stage operation is the treatment of choice in these 
conditions. Four of the resected diverticula were in 
the lower third of the esophagus, one was in the 
middle third, and 13 were pharyngoesophageal. 
Symptoms, including dysphagia, vomiting, regurgi- 
tation, pain, loss of appetite and weight, fetor oris, 
cough, and increased salivation, had been present in 
these patients for as long as 27 years. 

One-stage excision led to good functional results 
with loss of disturbances of deglutition and a gain in 
weight in all cases. Mild symptoms, consisting mostly 
of pressure sensations at the site of the lesion or in the 
retrosternal region, remained after operation in one 
patient with a lower esophageal diverticulum and in 
4 patients with pharyngoesophageal diverticula. Post- 
prandial retrosternal pain in one of these patients was 
found associated with a second, not a recurrent, di- 
verticulum. There were no operative deaths. One pa- 
tient died of an unrelated cause 23 days after operation. 

The roentgenologist could demonstrate the site of 
the resected diverticulum in follow-up roentgen ex- 
aminations in only 10 of the patients. Residual roent- 
genographic findings included mild irregularities of 
the esophageal wall, deposition of contrast medium in 
small recesses and, in 4 patients, small residual di- 
verticula. Persistent roentgenographic abnormalities 
were not accompanied by symptoms in all patients. 
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The author comments that the degree of functional 
and morphologic reconstitution of the esophagus at- 
tained in these patients by single-stage resection can- 
not be expected of two-stage procedures or of diver- 
ticulopexy, both of which lead to periesophageal 
fibrosis and scarring. —Elmer V. Dahl, M.D. 


The Surgical Treatment of Cardiospasm (Zur opera- 
tiven Behandlung des Cardiospasmus). E. HascHe 
and H. Scuusert. Thoraxchirurgie, 1959, 6: 434. 


Durinc the past 10 years, 50 patients have been 
treated for cardiospasm or megaesophagus at the 
Chirurgischen Universitatsklinik der Charité, Berlin. 
In 16 per cent of the patients a definite psychic trauma 
was found to be the cause. In nearly all cases, the 
patients came to the clinic after long years of con- 
servative treatment. Pulmonary complications have 
been rare, though Allison reported them in 16 per 
cent of his cases, and Anderson had 63 pulmonary 
complications in 601 cases of cardiospasm. 

The differential diagnosis is difficult, especially 
when cardiospasm accompanies esophageal or fundic 
carcinoma. In 4 of the patients treated at the clinic 
esophageal carcinoma was found, and these patients 
had long histories of typical cardiospasm (9, 12, 22, 
and 23 years). In only 2 of these cases was the esoph- 
ageal cancer diagnosed roentgenographically. This 
points up the necessity of esophagoscopy in every 
case, even those with classical symptoms evidenced 
by roentgenography and history. In cardiospasm the 
roentgenograms show a spindle-like, smoothly out- 
lined stop at the cardia, but in megaesophagus the 
cardiac passage is free; however, retention of large 
amounts of food is found in the slackened, atonic 
esophageal sac, the epiphrenic portion of which shows 
a siphon-like flexion. 

Today’s unanimous opinion is that the initial ther- 
apy should be conservative, especially for the younger 
and older patients. Skilled psychotherapy often results 
in definite improvement or “cure.” However, these 
initial results do not exclude the possibility of a high 
percentage of recurrence. 

Atraumatic dilatation is also considered to be con- 
servative treatment, but it carries the risk of bleeding 
or perforation. Sixteen patients had had dilatation 
before admission to the clinic. Seven of these treat- 
ments were successful, 5 failed, and 4 were compli- 
cated. In view of selectivity, these results cannot be 
generalized. The four complications consisted of 
esophageal perforation. Only 1 of these patients had 
rapid subsidence of symptoms and healing as a result 
of conservative treatment. Three of the patients with 
instrumental perforations died of suppurative medi- 
astinitis despite operative therapy (suture and drain- 
age). The perforation must be identified immediately, 
carefully sutured, covered, and drained, if possible 
with suction. 

Cardiac dilatation is an “atraumatic myotomy,” 
since the dilatation results in a rupture of muscle fi- 
bers, and therefore is next in seriousness to the simplest 
operative procedure, i.e., the extramucosal cardio- 
myotomy. In accordance with today’s experience, 
both the “‘atraumatic” and the “‘traumatic” myotomy 
lead to the best results. 

There are many varieties of operative techniques 


based on three principles: (1) dilatation of the stenosis 
in the cardial region, (2) circumvention by establish- 
ment of an anastomosis, and (3) elimination by resec- 
tion. All three operative principles were used at the 
clinic, thus enabling the authors to compare results in 
follow-up examinations. Twelve of the 50 patients 
underwent surgery. The 7 males and 5 females had 
histories of 1 to 37 years, an average of more than 13 
years. All patients had had previous conservative 
treatment, mostly repeated cardiac dilatation. Pa- 
tients were between 16 and 55 years of age, most of 
them more than 40 years old with correspondingly 
prolonged histories. All patients had marked esopha- 
geal dilatation. Only 1 patient had megaesophagus. 

Three of the four cardiomyotomies were done by 
the transthoracic approach at the clinic; one was done 
transabdominally at another hospital. All patients 
had uncomplicated postoperative courses. Early and 
late follow-up examinations revealed ideal operative 
results with roentgenographic and esophagoscopic 
confirmation. 

Of four esophagogastrostomies performed at the 
clinic, three were transthoracic and one abdomino- 
thoracic. All anastomoses were established supradia- 
phragmatically, about 4 to 6 cm. wide. In 2 cases 
anastomosis was made without resecting the cardiac 
ring, and in the 2 other cases splitting of the cardia 
was done. The postoperative courses were uncompli- 
cated. Follow-up examinations 3 to 4 years after sur- 
gery showed esophagitis in 3, 2 of whom had no car- 
diospastic complaints. The fourth patient had recur- 
rence of cardiospastic complaints. ‘These observations 
distinctly show the danger of gastroesophageal reflux 
after these operations. 

Cardiac resection is considered to be a rather rad- 
ical and exacting procedure, in view of the benign 
nature of the condition, and also leads to disappoint- 
ing results. At the clinic four cardiac resections were 
performed. In 3 cases, only the constricted portion was 
resected. Esophagogastrostomy was followed by estab- 
lishment of an end-to-end anastomosis. One patient 
underwent extensive resection with additional removal 
of the fundus of the stomach, followed by end-to-side 
esophagogastrostomy. All resections were uncompli- 
cated. One female patient, 55 years old, died of acute 
cardiac failure 4 weeks after surgery, during an en- 
tirely uneventful postoperative course. The 3 other 
patients have been followed up for several years. Two 
have esophagitis or obstruction; 1 has an excellent 
result. 

Because of not only disappointing but also disas- 
trous results from anastomosis and resection, these 
methods have been discontinued at the clinic as oper- 
ative treatment of cardiospasm. 

Cardiomyotomy is believed to be the procedure of 
choice, in view of preservation of the cardiac closure 
mechanism and thereby prevention of reflux esopha- 
gitis or scar stenosis. — Max L. Smith, M.D. 


One Stage Esophageal Reconstruction Using the 
Large Bowel. (Text in Greek). K. N. Axtvizatos 
and A. N. Romanos. Acta chir. hellen., 1959, 6: 183. 


THE AUTHORS REPORT on 3 cases of esophageal recon- 
struction using the right half of the colon and the 
terminal ileum in a one stage operation. Two of these 
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patients were operated on because of severe strictures 


completely occluded, scarred lumen just below the 
pharynx. Lipiodol swallow showed only string patency 
of the lumen. 

At operation the entire right half of the colon and 
about 10 cm. of terminal ileum was mobilized and 
brought through a retrosternal tunnel into the neck. 
The diseased esophagus was left in situ with its prox- 
imal end closed. The pharynx was anastomosed to 
the terminal ileum and the colon was anastomosed to 
the first portion of the duodenum. The postoperative 
course of both patients was uneventful and both 
gained weight. 

The third case involved palliative surgery for a 
nonresectable carcinoma of the esophagus. 

— Michael G. Seremetis, M.D. 


The Surgery of Carcinoma of the Cardia, Early Diag- 
nosis and Reflux Esophagitis (Die Chirurgie des 
Kardiacarcinoms, ein Problem der Friihdiagnose und 
der Refluxoesophagitis). H. FRANKEe and H. R. Ney. 
Chirurg, 1959, 30: 152. 


WorLD sTATIsTIcs show that improvement in the 
surgery of the lower esophagus and its adjacent cardia 
has shared in the improvement of surgery in general. 
They show that resection of these parts has been 
possible in 60 per cent of all cases and in 51 to 82 per 
cent of all explored cases. The immediate operative 
mortality varied between 12 and 40 per cent. Three 
year survival occurred in 48 per cent and 5 year 
survival in 32 per cent. Success depends most of all 
on early diagnosis. Many of the survivors are plagued 
by a new complaint, that of postoperative reflux 
esophagitis. The burning pain before and after eating, 
especially when lying down, ulcer formation, and 
contractions often make death a welcome relief after 
the relatively short life. 

There are only two cures for this condition: (1) 
early diagnosis, a sine qua non requirement, and (2) 
the development of a surgical method that will pre- 
vent the reflux esophagitis. 

The authors report on 44 cases, 39 males and 4 
females, ranging in age from 36 to 70 years. In 19 cases, 
at least one month elapsed between the first symptom 
and medical consultation, in 4 cases it was 1.5 to 3 
months, and in the remainder a longer period. In 
many cases, delay of operation was caused by wrong 
roentgenographic diagnoses such as cardiospasm, 
ventricular ulcer, or gastritis, or by recommendation 
of further observation. Over half of the patients were 
treated symptomatically for 2 months or more. The 
chief symptom was loss of weight. The appetite was 
not very much affected. Dysphagia developed rather 
late. Eructation and vomiting of food and blood oc- 
curred in one-third of the cases. In 5 cases tarry 
stools were mentioned. 

The poor prognosis in untreated cases and the lan- 
guishing state of patients with a Witzel fistula caused 
the authors to expand their indications for resection. 
Usually the life expectancy has been determined by 
the time of operation. No matter how radical the 
operation, it does not affect the survival time very 
much. Therefore, improvement in modern surgery 
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can only promise a method that will prevent post- 
operative reflux esophagitis, which develops in most 
cases of esophagogastrostomy after removal of the 
cardia. The valvular function of the cardia may be 
assumed by the sphincteric mechanism in the lower 
esophagus or by the clamping mechanism of the dia- 
phragm. Or a valvular function may be achieved by 
projecting the esophagus into the stomach or by other 
plastic techniques for constructing a valve of autoge- 
nous tissue. The authors favor the plastic operation. 
Different methods by variogus surgeons are described. 
The method used by the authors includes an upper 
left diagonal incision which may be enlarged along 
the bed of the eighth rib and opens the left thoracic 
cavity. The left pleura is incised to the esophageal 
hiatus. The technique of the plastic operation is 
described in detail. 

During the first postoperative week, nutrition is 
supplied through a polyethylene catheter introduced 
into the duodenum. Fluid diet is given per os on the 
seventh or eighth day and a light diet at the end of 
the third week. 

The operative mortality in spite of the enlarged 
indications was only 22.7 per cent. The cause of death 
was suture insufficiency in 3 cases, embolus of the 
lung in 1 case, heart failure in 3 cases, and lung com- 
plications in 3 cases. Of 32 patients treated, 10 died 
during the first year, 9 during the second, and 3 
during the third. In July, 1958, the other 10 were still 
alive; 2 were in the second year, 5 in the third year, 
and 1 each in the fourth, fifth, and seventh years. 

The authors’ method of preventing reflux esopha- 
gitis was used in all 44 cases. Only 1 patient among 
the survivors complained of reflux esophageal symp- 
toms. Neither were there any symptoms of stricture, 
which seems to prove that by prevention of reflux 
esophagitis, stricture is also prevented. 

All surviving patients had a good appetite and 
gained weight. Some of them could even return to 
their regular occupations. By comparing the results 
of their method with general statistics, the authors 
recommend it in preference to other methods. 


—Alfred H. Noehren, M.D. 


The Use of Platysma and Nylon Tubing in the 
Reconstruction of the Cervical Esophagus in Dogs. 
Rosert ScHOBINGER. Plastic & Reconstr. Surg., 1959, 
23: 36. 


Tue AUTHOR, of the Veterans Administration Hospital, 
Bronx, New York, investigated three facets in the re- 
construction of the cervical esophagus in dogs: (1) 
determination of the usefulness of a pedicle flap of 
platysma in repairing full thickness defects of the 
esophageal wall; (2) reconstruction of the cervical 
esophagus by a platysma flap, with and without a 
plastic stent; and (3) development of a leakproof 
anastomosis. A long L-shaped incision was made 
through the skin, subcutaneous tissues, and platysma 
in the anterior neck of 15 dogs. The entire skin flap 
was very widely undermined, and the platysma was 
carefully separated over the entire extent of the un- 
dermined skin flap. The flap was left attached to the 
lower cervical structures in order to preserve an 
adequate blood supply. The platysma flap had an 
average length of 15 cm. as measured from its base. 
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The cervical esophagus was mobilized for almost its 
entire length, and traction sutures were applied to 
the esophagus above and below the proposed sites of 
incision. 

The first step in the study was to establish whether 
or not the platysma flap would remain viable and 
lend itself to satisfactory permanent coverage of full 
thickness esophageal defects. Esophageal incisions 
were made in 2 dogs, and a window measuring 2.5 
cm. in length and width was excised in the cervical 
esophagus of a third dog. The defects thus created 
were covered with the platysma flap, and in all 3 
dogs the platysma flap served as a suitable material 
to cover the esophageal defects. All 3 dogs survived, 
and oral feedings were immediately well tolerated. 
Autopsy showed that the platysma flap was well 
incorporated into the defect created in the cervical 
esophagus. 

The second step of the investigation was to substi- 
tute for a resected segment of cervical esophagus a 
tube formed exclusively by the platysma flap. Three 
dogs had a segment of midcervical esophagus 2 to 4 
cm. in length resected, and the platysma flap was 
utilized to replace this. In each of the 3 dogs a fistula 
developed on approximately the third postoperative 
day, and autopsy of the 3 showed concentric narrow- 
ing due to the scarring of the interposed platysma 
tube. 

The next step consisted of replacing a segment of 
cervical esophagus with nylon tubing surrounded by 
a platysma flap. Three dogs had a 4 cm. gap created 
in the midcervical esophagus, and a 6 cm. long piece 
of nylon tubing with a diameter of 0.5 inch was used 
to bridge the defect. The nylon tubing was introduced 
into the lumen at either end of the resected esophagus 





and snugly fixed in place by a series of interrupted|  ‘ 


mattress sutures carried through the entire thickness 
of the esophagus. The nylon tube was then wrapped 
by the platysma flap which was sutured to only the 
muscular layer of the esophagus and its lateral slit | 
was obliterated with interrupted silk sutures. Salivary | 
fistulas developed in 2 dogs on the third postoperative | 
day, and the nylon graft from the third dog was 
recovered in the feces 2 weeks postoperatively. } 
Finally 6 dogs were operated upon and a defect | 
varying from 6 to 10 cm. in length was made in the | 
cervical esophagus. Nylon tubing with a diameter of 





three-fourths inch and 2 cm. longer than the length 


of the esophageal defect was used to bridge the” 
esophageal defects. The esophageal mucosa was sep- | ‘ 
arated from the muscular layer over a distance of | 


approximately 2 cm. The esophageal mucosa was 
then inserted into the lumen of the nylon tubing and 
tightly approximated to its inner wall with inter- 
rupted mattress sutures of No. 4-0 atraumatic chromic 





catgut. The muscular layer was then drawn over the 


outside of the tubing and sutured to the nylon graft | 


by interrupted through-and-through mattress sutures 


of the same material. The row of stitches through the — 
muscularis was placed in such a way as to cover the 


mucosal stitches, and the platysma flap was wrapped 
around the prosthesis and sutured to the esophageal 
muscularis only. In none of these 6 dogs was there 
any evidence of a fistula, and swallowing difficulties 
were not observed. Strictures or diverticula failed to 
develop up to 10 weeks after surgery. The author 
thinks that this latter method represents a satisfactory | 


tion of almost the entire length of the canine cervical 


esophagus. —Gilbert S. Campbell, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Congenital Eventration Due to Aplasia of the Oblique 
Abdominal Wall Musculature, with Case Report on 
Plastic Repair of the Abdominal Wall (Angeborene 
Eventration infolge Aplasie der schraegen Bauchdeck- 
enmuskulatur, Beitrag zur Neubildung der Bauch- 
decken). T. Stoica, G. ANpor, and Z, Ganga. Zl. 
Chir., 1959, 84: 325. 


_ CONGENITAL EVENTRATION is a very rare condition. 


The entire literature contains only 25 cases of aplasia 


since the first description in 1846 by Lachausse. Be- 
cause of the reduced viability accompanying other 
congenital malformations, the large eventrations are 
rarely a clinical problem. Reports on operation in 
such cases show their rarity in surgery. Therefore, the 
report of a case of bilateral congenital abdominal 


| eventration and the technique employed to repair the 


abdominal wall is interesting. 

A child 3 years old had bilateral, congenital, 
globe-shaped, protruding deformities but no other 
defects. The protrusions increased in size with age and 
formed pendulous sacs which, during crying and 


| coughing, changed to two full balloons. In dorsal 


recumbent position, the intestines were visible be- 
neath the skin. After crying ceased, palpation re- 
vealed a pervious opening without fibrous walls. The 
swelling covered both abdominal hemispheres, with 
median demarcation by the rectus muscles. 
Operative intervention, in two stages with an 


' adequate interval between, was decided upon. The 


ee ae 


first procedure, performed on the left side under sup- 
plemented local anesthesia, included pararectal 
longitudinal incision from the costal margin to the os 
pubis, retraction of the skin laterally, until the lumbar 


_ musculature was seen, and medially up to the linea 
_ alba where it was found to be adherent. The oblique 
_ abdominal musculature was found to be changed to a 








fibrous layer. This fibrous sheet was pulled tight and, 
after inverting the excess at the linea alba, it was 
fixed with nonabsorbable sutures. A Y-shaped flap 
was then cut from the redundant skin and, after 
preparation, applied with its surface downwards. 
The lower branch was fixed at the iliac crest, the two 
upper ones at the rib periosteum, one medially and 
the other as far as possible laterally. The skin flap 
was sutured to the fibrous layer beneath it, after 
which the subcutaneous tissue and the skin were 
closed. 

The second procedure, on the right side, was per- 
formed in a somewhat similar manner, also employing 
an autogenous graft. A. utogenous skin grafts to deeper 
structures have been successfully applied with only 
rare intolerance in cases of large postoperative hernias 
and inguinal hernias. It was therefore tried in this 
case. Uniform resistance of the skin and its fixation 
at the bony margins near the sites of the missing 
muscular insertion reinforced the plastic repair. Y- 


| shaped and X-shaped skin grafts were applied to suit 
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the local requirements, with the purpose of establishing 
a new abdominal wall sturdy enough to withstand the 
antagonistic forces of massed intraperitoneal organs. 
The postoperative result is highly satisfactory. No 
similar solution has been found in the literature for 
the repair of this rare malformation. 
— Max L. Smith, M.D. 


Bilateral Operations for Inguinal Hernia and Hy- 
drocele in Infancy and Childhood. Micuet GiLBert 
and H. Wittiam Ciatwortny, JR. Am. J. Surg., 1959, 
97: 255. 


THE QUESTION of whether both inguinal areas should 
be routinely explored in children with a unilateral 
hernia has not been resolved. Recent studies have 
indicated that a contralateral patent processus vagina- 
lis peritonaei can be demonstrated in 60 to 70 per cent 
of patients with operable lesions on the other side. 
The authors have studied the case histories of 164 
patients admitted to the Columbus Children’s Hos- 
pital, Columbus, Ohio, during two years for single 
herniorrhaphy. They were without contralateral 
abnormalities but had a bilateral inguinal operation 
performed by a senior attending physician. The main 
purpose of the dissection was to identify the processus 
vaginalis and establish or rule out its patency without 
incising the external inguinal ring, after which a 
simple repair of the anterior wall of the inguinal 
canal was performed. A patent processus vaginalis 
(potential hernia) was found in 99 patients (60 per 
cent). The side involved, the age of the patient, a 
family history or the simultaneous presence of an 
umbilical hernia did not seem to influence the in- 
cidence significantly. It further appeared that a 
skilled examiner could not predict accurately whether 
a patent hernial sac was present, so that preoperative 
examination and the “‘silk glove” sign are of limited 
value in subclinical herniation. It is suggested that 
bilateral herniorrhaphy be performed in all children 
with simple hernias and without complicating factors. 
—W. D. Bergman, M.D. 


Clinical Contribution to the Study of Incarcerated 
Obturator Hernia (Contributo clinico allo studio 
dellernia otturatoria strozzata). CosTANTINO PETRO- 
BONI. Ann. ital. chir., 35: 606. 


THE PATIENT, a 47 year old working man, a heavy 
eater but moderate in drinking and smoking, was 
suddenly taken with severe pains in the hypogastric 
region while at work. These pains, which disappeared 
and reappeared at intervals, finally became localized 
in the right iliac fossa with irradiation to the perineum 
and to the umbilical region. The bowel was not ob- 
structed. The patient went home and to bed. That 
night the painful periods became more severe, were 
almost continuous, and were accompanied by 
vomiting. 

The next morning the patient was sent to the clinic 
where the physical examination disclosed only an 
appearance of suffering and a coated tongue. Pal- 
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pation showed an absence of muscular defense, pain 
on pressure deep in the right iliac fossa, and pain at 
this point with forced extension of the right leg. The 
roentgenologic examination revealed the signs of a 
stenotic process in the terminal portion of the small 
intestine. 

The emergency operation disclosed a moderate 
quantity of straw colored fluid in the peritoneal cavity 
and a reddened, distended loop of small intestine 
which, with the patient in the Trendelenberg posi- 
tion, was found to pass through an orifice in the right 
obturator canal. This orifice was dilated digitally and 
the incarcerated loop was liberated. ‘The liberated 
loop of ileum seemed to regain its vitality rapidly 
under application of hot, wet gauze pads. 

The hernial sac was everted from the obturator 
canal (about 3 cm. deep) and the canal itself was 
closed down by means of U sutures of silk which 
included the enfolded hernia sac. 

The postoperative course was without incident; the 
patient was dismissed, healed, on the eighteenth post- 
operative day, and since then has remained perfectly 
well. 

The author believes that the report of this case is 
justified, although the diagnosis could not be made 
preoperatively, because of the rareness of this type of 
hernia and the opportunity for emphasizing the re- 
wards of immediate operation without waiting for 
clarification of the nature of the intra-abdominal 
lesion. He believes that even a few hours’ delay would 
have resulted in sphacelus of the intestine with its 
always grave consequences. In this connection he 
points to the naturally grave nature of the prognosis 
(40 to 50 per cent mortality). 

— John W. Brennan, M.D. 


Intestinal Stenosis Following Strangulated Hernia. 
L.S. CHERNEY. Ann. Surg., 1958, 148: 991. 


IN THE PERFORMANCE of an emergency hernioplasty 
the presence of discolored segments of intestine raises 
the all-important question of their viability. Accord- 
ingly, the involved segment is either resected or, if the 
circulation improves and the intestine begins to re- 
cover its normal appearance, it is replaced in the ab- 
dominal cavity—usually with complete recovery. 

However, a rare case may fall between these two 
possibilities. The strangulated loop may appear viable 
and be replaced in the peritoneal cavity. The patient 
usually has an uneventful convalescence, except, occa- 
sionally, for some diarrhea, and is discharged from the 
hospital presumably well. Within a matter of weeks, 
however, symptoms may develop of chronic bowel 
obstruction due to stenosis of the previously strangu- 
lated intestinal loop. This complication was relatively 
rare even when strangulated hernias were common. 
In view of its rarity, liberalization of the indications 
for resection of the strangulated loop of bowel is not 
indicated. 

During the immediate postoperative period two 
symptoms may occur which are important harbingers 
of impending complication: (1) diarrhea, lasting from 
a few days to several weeks (this symptom occurred in 
about one-third of the cases reviewed), and (2) rectal 
bleeding after the first 24 hours following operation. 
The latter was sufficiently pronounced to be observed 





and was mentioned in 3 cases. Both symptoms are theft 
result of gangrene of the mucosa and ulceration in the) _t 
strangulated loop. Rectal bleeding during the first 24) 
hours after operation does not have the same implica- , 
tion, since it is the result of venous congestion and|) 
ooze. After a varying interval, usually 3 to 4 weeks, || 
symptoms of chronic obstruction appear. Cramps 


occur after eating and are frequently accompanied by 
vomiting. Peristalsis is increased and in thin indi- ( 
viduals peristaltic waves may be observed. A liquid 
diet sometimes relieves these symptoms temporarily. t 


Constipation is a very frequent complication in these ( 
patients. 

Nearly all the patients in this series progressed toa 
stage that required operation or they died as a result 
of intestinal obstruction. In one case intestinal stenosis 
was found during laparotomy performed for an unre- 
lated condition. One patient died from pneumonia, 
and intestinal stenosis was found at autopsy. There 
were 7 cases of perforation, either of the stenosed seg- 
ment of intestine or immediately proximal to it. In3 
of the patients an external fistula developed. 

A review of the literature has yielded 82 definite § 
cases of intestinal stenosis after strangulated hernia ff 
and an additional case is presented. 

— Matthew H. Evoy, M.D. 
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GASTROINTESTINAL TRACT 


Role of Exfoliative Cytology in the Diagnosis of 
Cancer of the Digestive Tract. Howarp F. Rasy, 
Josep B. Kirsner, and WALTER L. PALMER. 7. Am. 
M. Ass., 1959, 169: 789. 


FROM EXAMINATION of 1,561 patients by means of 
exfoliative cytology the authors concluded that this 
method ranks second only to direct biopsy of the 
lesion for accuracy and reliability in the diagnosis of 
cancer of the gastrointestinal tract. The major areas 
examined were the esophagus, the stomach, the 
pancreatic and biliary systems, and the colon. The 
stomach was the most frequently examined organ 
and, of 871 patients, 131 eventually proved to havea 
gastric adenocarcinoma or a lymphoma. A correct 
cytologic preoperative diagnosis was made in 125 of 
the 131 patients (95 per cent). False positive findings 
were reported in 4 cases. Of 69 patients with esopha- 
geal carcinoma 66 were correctly diagnosed pre- 
operatively by exfoliative cytology. False positive 
reports were made in 2 patients. 

Malignant cells were found in 33 (60 per cent) of 
the 55 patients with proven carcinomas of the more 
remote pancreatic and biliary systems. In the 301 
patients without cancer in this area, the results of the 
cytologic examination were negative in 299. Cytologic 
examination of the colon was also utilized for the 
detection of tumors above the proctoscopic range. Of 
the 38 clinically proved colonic lesions the cytologic 
examination was positive in 36. In 10 of the 36 
patients with positive cytologic findings, the initial 
barium enema failed to establish a diagnosis of car- 
cinoma. No false positive findings were encountered 
in the group studied for cancer of the colon. Examina- 
tions by roentgenography and exfoliative cytology 
are considered as complementary and additive. 
Since the roentgenographic examination is easier to 
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make, the cytologic studies may be held in reserve, to 
be used if more precise information is needed. 


—Donald K. Lewis, M.D. 


Giant Innocent Gastric Ulcer. S. L. Strance. Brit. 
M. F., 1959, 1: 476. 


A series of 73 giant gastric ulcers measuring 3 cm. in 
diameter or more has been reviewed from the records 
of the Whittington Hospital, London, England, from 
1950 to 1957. There were 47 males and 26 females and 
the peak age incidence was between 60 and 70 years, 
or 20 years later than the incidence for gastric ulcer as 
a whole. Nine ulcers measured more than 6 cm. in 
diameter, 80 per cent penetrated the pancreas, and in 
a third of the cases the ulcer “saddled” the lesser 
curvature. Gastric symptoms had been present more 
than one year in 60 per cent of the patients. There 
was no definite evidence in this series that constipa- 
tion, excessive alcohol intake, or heavy smoking were 
causative factors. From studies of the gastric mucosa 
the impression was gained that giant gastric ulcers 
arise most frequently in a well-developed mucosa. The 
presenting symptom was pain in 41 patients (56 per 
cent); the pain was not in the usual gastric area in 20 
per cent and there was no relationship to food intake 
in about 20 per cent. In view of the frequent penetra- 
tion into the pancreas it is surprising that back pain was 
noted in only 34 patients. Hemorrhage was the pre- 
senting symptom in 25 patients (34 per cent) and only 
5 of these had successful medical management. There 
were 22 emergency operations for hemorrhage and 7 
of these patients died. Perforation is uncommon since 
only about one-third of the ulcers involve the anterior 
wall of the stomach. There were 5 perforations with 
one death. Two patients had gastric retention on 
admission. 

The great majority of these ulcers are innocent but 
require careful treatment. If these huge ulcers are 
considered as malignant and inoperable the patient 
may die of serious hemorrhage from an innocent con- 
dition. Fifty-two patients were treated medically, 13 
had primary surgery (because of a long history or 
gastric retention), and 21 had operation for intrac- 
table or recurrent ulcers after prolonged medical 
treatment. A Billroth I partial gastrectomy was the 
operation of choice. Medical treatment with bed rest, 
light diet, extra milk, antacids, and sedation was suc- 
cessful in 21 of 36 patients and covered an average of 
6.5 months of treatment. The final report was made 
on gastroscopic examination. Eventually 8 of the 
medically treated patients were cured after 2 years of 
observation. In summary, surgical treatment is sug- 
gested in ulcers 5 cm. in size and more, in patients 
with chronic bronchitis, and those unwilling to under- 
go prolonged bed rest. —W. D. Bergman, M.D. 


Therapeutic Value and Inconveniences of Gastric 
Resection in Youth (Valore terapeutico ed incon- 
venienti della resezione gastrica nei giovani). G. 
ALLorsio, S. CorRDELLA, and P. G. Roscrano. Rass. 
ital. chir. med., 1958, 7: 499. 


THE UNCERTAINTY that exists concerning the patho- 
genesis of gastroduodenal ulcer has often led to dis- 
agreement between physicians as to the correct treat- 
ment, some claiming good results from medical treat- 
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ment and others of the opinion that even the most 
careful medical treatment and most rigid diet fail to 
benefit the patient. In an earlier article the authors 
indicated that the majority of patients failing to re- 
spond to surgical treatment were young patients oper- 
ated upon between the ages of 25 and 32 years. For 
this reason, all patients who had been operated on for 
gastric ulcer at ages from 17 to 30 years were request- 
ed to report for a control study or to respond to a 
written questionnaire. They were requested to state 
whether or not they had adhered to a special diet, 
had continued to drink alcoholic liquors, were addict- 
ed to smoking and had continued to smoke without ill 
effects, had been able to resume and continue their 
usual occupation, and finally whether they had re- 
quired treatment for gastric disturbances. 

Of the 43 patients who responded, 22 stated that 
they had suffered no symptoms except a sensation of 
early satiety and postprandial heaviness in the stom- 
ach for the first months after the operation. The re- 
maining 21 patients all had symptoms, which in 7 
cases were severe enough to interfere with their occu- 
pation. The complaints included digestive disturb- 
ances, intolerance for certain foods, nausea and py- 
rosis, and continuous pain occasionally associated 
with vomiting. Almost all complained of general 
malaise, loss of weight, and asthenia. Also fairly com- 
mon were repeated attacks of diarrhea; while not se- 
vere, these were annoying because of their frequency. 
Only 11 patients had a more or less pronounced gas- 
tritis; in 2 it was associated with perivisceritis and 
definite hypochlorhydria. Eight patients had normo- 
chromic anemia. All of these patients claimed to have 
followed the prescribed treatment and diet for vary- 
ing periods, although most of them stated that neither 
had been of benefit. 

Various hypotheses have been offered to explain 
these symptoms. Whereas some patients are able to 
control heartburn and pain with antacids and diges- 
tive ferments, no treatment seems to affect the as- 
thenia, emaciation, and general malaise. It is known 
that extensive resections may lead to serious dis- 
equilibrium including changes in motor function and 
in chemical and enzymatic digestion, and failure of 
production of the antianemic factor. It has been sug- 
gested that older patients might be considered to have 
already suffered a physiologic resection permitting a 
better tolerance for gastric resection in relation to 
postoperative function. The restricted secretory and 
motor functions in the aged do not effect a disequilib- 
rium. Also, at an advanced age less food is required 
and the residual portion of the stomach is sufficient. 
In younger subjects these factors are absent. 

The removal of areas of gastric mucosa supplying 
the antianemic factor deprives the hematopoietic or- 
gans of one of the most important elements for their 
normal function. Living conditions may make it dif- 
ficult to eat numerous small meals, a procedure which 
interferes with the regular rhythm of chronologic se- 
quence of biochemical processes and the time necessary 
for each individual digestion. Thus in younger sub- 
jects partial resection is advisable in order to conserve 
secretive and enzymatic digestive processes. Never- 
theless resection must be as extensive as possible for 
correct treatment. A definite gastric hypoacidity will 
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prevent recurrence of ulcer. Except in more serious 
cases requiring radical treatment the prudent ap- 
proach is recommended, prescribing drugs, proper 
diet, and a hygienic mode of life under constant clin- 
ical and roentgenographic control to permit meticu- 
lous record of the course of the disease. Medical treat- 
ment will perhaps offer no definite cure, but will at 
least bring about relief of symptoms and improvement 
of the general condition in order that operation may 
be postponed until the patient is older, when gastric 
resection will be better tolerated. 
—Edith Schanche Moore. 


Results of Gastric Resection in Cases of Chronic Gas- 
tric and Duodenal Ulcers Under Tropical Condi- 
tions (Ergebnisse der Magenresektion beim chronis- 
chen Ulcus ventriculi et duodeni unter tropischen und 
Mengelernaehrungsbedingungen). NcuyEN DuoncG 
Quanc, ALBERT Kart ScHmauss, and Neuyen Duc 
Ninu. Miinch. med. Wschr., 1959, 101: 538. 


IN VIETNAM, peptic ulcer is very frequent. During the 
last year alone, more than 800 resections for ulcer 
had to be performed at the Phu Doan Surgical Clinic, 
Hanoi, Vietnam. Follow-up results on these patients, 
operated upon under the unfavorable Vietnam con- 
ditions, are still unavailable. 

By means of follow-up examinations or question- 
naires, the authors have tried to survey the results of 
351 gastrectomies for peptic ulcer done between 
January 1, 1955 and March 1, 1957. Results are 
available on 173 males and 32 females 1 to 3 years 
after surgery. These patients were operated upon only 
after several trials at conservative management. In 
Vietnam, however, hospitalization with a strict die- 
tary regimen is largely impossible. Most of the pa- 
tients came to the clinic seeking surgery because of 
intolerable incapacitating pain after unsuccessful 
treatment by “traditional physicians” (ancient Chi- 
nese medicine) and/or “natural-science doctors” 
(medical college graduates). 

Resection becomes urgent because of increased 
ulcer perforation during the months of March and 
September. There were 18 to 20 perforations treated 
nearly every week of last March. During that month, 
2 to 3 of the patients scheduled for resection came to 
the Clinic with perforation nearly every week. 

The percentage of gastric ulcers was considerably 
higher than in Europe; however, both in Vietnam 
and in Europe, where gastric ulcers increased imme- 
diately after the war, an increase of duodenal ulcers 
was observed with the progressive nutritional im- 
provement during recent years. 

The follow-up examinations showed the following 
results: 

Group 1. Completely asymptomatic, tolerating the 
usual Vietnamese diet; gain of weight; fit for previous 
occupation—87 patients, 43 per cent. 

Group 2. Asymptomatic, but have to be careful 
with food; resumed previous occupation; low gain of 
weight; moderate influence of previous anemia—65 
patients, 32 per cent. 

Group 3. Pain much less severe than before opera- 
tion but persistent complaints, especially after meals; 
certain foods not tolerated; no gain in weight, no 
weight loss—33 patients, 16 per cent. 


o 


Group 4. Unchanged or worse; marked gastro- 
jejunitis; peptic-jejunal ulcers; flare-up of pulmonary 
tuberculosis; still unfit for work—12 patients, 6 per 
cent. 

Group 5. Late mortality—7 patients, 3.5 per cent. 

The late results of ulcer resection depend not only 
on operative technique, but also on the patient’s 
postoperative social and economic conditions, being 
much better in patients who can afford prolonged 
convalescence and a certain postoperative dietary 
therapy. Despite the extremely unfavorable condi- 
tions, 140 of the patients (70 per cent) gained weight; 
2 patients even gained 18 to 20 kgm., but one of these 
managed to consume 700 gm. of rice each day. Fifteen 
patients had no change in weight, and 50 patients 
lost weight. 

Almost all patients are employed in their former 
occupation, and more than 70 per cent stated their 
postoperative fitness for work to be increased. 

A typical dumping syndrome, which is not rare in 
Europe and America, has never been observed in 
Vietnam. The absence of the dumping syndrome is 
explained by the diet (mostly rice) and by the lack 
of a psychic tendency. 

Peptic-jejunal ulcers, still occurring in Europe in 
1 to 2 per cent of the resections for gastric ulcer, 
have not been observed in Vietnam. 

A grouping according to age showed that the re- 
sults have definitely been unsatisfactory in younger 
patients. All these patients were markedly anemic, 
continued to lose weight, they were not fully fit for 
work, and complained of severe pain after every 
meal. 

Ascaris infestation was occasionally a problem. 
Thirty of the 60 patients questioned stated that after 
surgery they repeatedly vomited ascarides or the 
ascarides crept out through the mouth or nose. One 
of the patients passed 40 through the mouth and nose 
within a few days; they crept out his mouth even 
when he was sleeping. 

The primary operative mortality of 3 per cent dur- 
ing the period reported is not believed to be too high. 
At the present time, the primary operative mortality 
is 2.5 per cent at the Clinic. But in Vietnam the illness 
is more serious and circumstantial conditions are 
considerably more unfavorable. 

The late mortality, 3.5 per cent, was higher than 
the primary operative mortality. The direct cause of 
death, verified in 5 cases, was found to be the gastric 
resection in only one case. —Max L. Smith, M.D. 


Indications for Surgical Intervention in Cases of Mas- 
sive Gastric Hemorrhage (Zur Operationsindikation 
im Stadium der grossen Magenblutung). VicTor 
HorrMann and REINHARD KINGREEN. Miinch. med. 
Wschr., 1959, 101: 532, 


DuRING RECENT YEARS, the therapy of massive gastric 
hemorrhage has again become a controversial sub- 
ject. The extremes of opinion vary from conservatism 
to almost unqualified operative therapy. The major- 
ity of surgeons practice conservative surgical therapy. 

Four pathologic processes are considered to be the 
cause of the dangerous, so-called massive gastric 
hemorrhage: (1) duodenal and gastric ulcers, defi- 
nitely taking the first place, (2) hemorrhagic gastritis, 
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(3) gastric tumors, especially cancer, and (4) esopha- 
geal varices. Bleeding appears to be rare in cases of 
carcinoma or benign tumors, and esophageal varices 
generally are easily diagnosed. Thus the differential 
diagnosis lies chiefly between chronic gastric or 
duodenal ulcer and erosive gastritis. 

For the deep gastric ulcer, resection is the pro- 
cedure of choice. For hemorrhagic gastritis, extensive 
gastric resection does not appear to be the solution. 
The authors have never resected in cases of massive 
hemorrhage due to gastritis, and have never lost a 
patient. 

Initially they treat conservatively all patients ad- 
mitted with massive gastric bleeding. Shock is 
treated with small blood transfusions (250 to 300 c.c.). 
The administration of adequate oxygen is very im- 
portant. After subsidence of the first severe shock 
symptoms, a bland but albumin-enriched diet is 
given. Simultaneously the diagnostic evaluation of 
the source of the bleeding is begun. 

After control of bleeding by conservative means, 
roentgenograms are taken between the seventh and 
the ninth day. In cases of clear evidence of an acute, 
deep ulcer or a chronic ulcer, interval resection is 
done after recovery of the patient, preparation with 
blood transfusion, injection of iron substance, and 
administration of heart medication. The authors 
think that resection should always include the ulcer. 

The interval operation has the lowest mortality. 
Blood replacement is no longer a problem, but it is 
not everything in a case of massive gastric bleeding. 
The organism needs time to recover from shock. 
Therefore the authors consider this method of initial 
conservative therapy followed by identification of 
the source of bleeding to be the normal procedure. 

Important exceptions are (1) arterial bleeding and 
(2) cases with reliable roentgenographic diagnosis of 
a deep ulcer at the time of beginning massive hemor- 
rhage, especially if there is a stenosis of the stomach 
outlet. In the first case the authors restrict the initial 
conservative treatment to the time needed to over- 
come the first severe shock symptoms; operative 
therapy is begun not later than 24 hours after bleed- 
ing starts, to prevent hemorrhagic death. In the other 
case, they operate after adequate initial treatment 
within the first week. These requirements are manda- 
tory especially for endangered patients over 45. 

Several detailed reports on cases of patients treated 
between 1953 and 1958 are given, and it is pointed 
out that conservative measures including blood and 
fluid replacement are of the greatest value in both 
the conservative therapy and operative treatment. 

— Max L. Smith, M.D. 


The Dumping Syndrome and Its Surgical Treatment. 
(Text in Greek). G. YEROMNIMON. Acta chir. hellen., 
1959, 6: 79. 


THE AUTHOR reports the preliminary results in 2 cases 
of patients with a severe dumping syndrome who 
were treated surgically by his own method. This 
method is a modification of the Hofmeister proce- 
dure. It is, however, a secondary operation performed 
on patients who have already had the Billroth II op- 
eration and have a severe dumping syndrome. After 
the peritoneal cavity is opened, the old gastrojeju- 
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nostomy is taken down and the jejunum is closed, 
intentionally creating a very narrow lumen permit- 
ting only bile and pancreatic fluids to go through. The 
jejunum is then transected just distal to this strictured 
area and the distal (efferent) loop is anastomosed end- 
to-end to the gastric stump. The proximal transected 
end of the jejunum is finally anastomosed end-to-side 
to the efferent limb of the jejunum so that at the end 
of the operation there is a Y-type of anastomosis. 
Both of the patients had severe dumping syndrome 
symptoms and both have been well since the second- 
ary operation. They have been free of symptoms, have 
returned to full-time work, and have gained consider- 
able weight. — Michael G. Seremetis, M.D. 


Subtotal Gastric Resection with Billroth I Reconstruc- 
tion Utilizing the Transverse Colon. Davin H. 
Watkins. Am. Surgeon, 1959, 25: 123. 


THIS ARTICLE reports the results of subtotal gastrecto- 
my with a Billroth I type anastomosis, using a segment 
of colon to bridge the gastroduodenal defect in 41 
patients with peptic ulcer. This procedure was de- 
vised in an attempt to utilize the advantages of the 
Billroth I type of anastomosis while eliminating the 
disadvantages. The details of the operative procedure 
are described and good illustrations accompany the 
description. 

Early postprandial cramps which may occur with 
this type of procedure are usually eliminated with the 
limitation of fluids at mealtime and the administra- 
tion of antispasmodics. In general, the course of these 
patients has been one of steady improvement. Very 
hot or very cold liquids have produced discomfort in 
some of the patients. 

Regurgitation of undigested food and bile has not 
been a problem in this group of patients, and there 
has been no instance of the postgastrectomy dumping 
syndrome. 

Gastric analysis after the procedure has shown 
anacidity or very low acidity. 

The resistance of the colonic mucosa to the secre- 
tions of the gastric remnant has been studied by means 
of the gastroscope and roentgenograms. No abnormal- 
ities have been seen, except in one case in which there 
was a recurrent ulcer. The longest follow-up in this 
series is 5 years and 3 months. 

— John H. Davis, M.D. 


Radical Subtotal Gastrectomy for Peptic Ulcer Dis- 
ease. Carv S. Hoar, Jr., and Rosert G. Simpson, 
Arch. Surg., 1959, 78: 384. 


EIGHTY PATIENTS who had a gastrectomy were studied 
for evaluation of postoperative nutrition and symp- 
toms. The technique employed for the gastrectomy is 
described in detail and it included the following 
points: midline incisions, division of all short gastric 
vessels, preservation of the right and left gastroepiploic 
vessels and the branches of the inferior phrenic artery, 
and complete clearing of the greater curvature. The 
remaining portion of the stomach was 2.5 inches long 
and 2.5 cm. wide in the form of a tube; it was turned 
in Hofmeister fashion with complete removal of the 
lesser curvature. Continuity was restored by gastro- 
duodenostomy in two-fifths of the cases with careful 
mobilization of the head of the pancreas and second 
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portion of the duodenum. In the remaining cases 
antecolic gastrojejunostomy with a 12 cm. afferent 
loop, measuring from the ligament of Treitz, was 
carried out. Levin tube suction was maintained 4 
days in the former and one day in the latter group and 
soft solid foods in 6 meals were started on the sixth 
day. 

The follow-up evaluation included the study of 
serum pepsinogens which are a good indication of the 
peptic potential when renal function is normal. A 
level of 200 tyrosine units (Mirsky technique) is con- 
sidered to be consistent with good protection against 
recurrent ulcer disease. 

Eighty patients have been followed up for 6 months 
to 3 years after radical subtotal gastrectomy without 
selection. There were no deaths and postoperative 
morbidity was comparable to that in other series. 
There were no stomal problems requiring reopera- 
tion, no recurrences of ulcers, and postoperative pan- 
creatitis occurred in 3 instances. A serious nutritional 
problem with a weight loss of more than 10 per cent 
of normal occurred in only one patient. Postgastrec- 
tomy symptoms were absent in 44 per cent of the pa- 
tients who had gastroduodenostomy (Billroth I) and 
in 23 per cent of those who had gastrojejunostomy. 
These figures are satisfactory only when at least an 
85 per cent gastric resection is done. There were only 
4 patients with severe, and none with incapacitating 
symptoms. Eighty-two per cent of the patients were 
fully rehabilitated and only one result was pocr. Pa- 
tients seemed to do best after gastroduodenostomy. 
At present radical gastrectomy is recommended for 
good risk patients who have a preoperative serum 
pepsinogen of 600 tyrosine units or more and there is 
no evidence that more radical surgery increases post- 
operative nutritional and dumping problems. 

—W. D. Bergman, M.D. 


Age Distribution and Age Incidence in a Series of 516 
Cases of Gastric Carcinoma (‘‘Age Distribution” e 
“Age Incidence” in una serie di 516 casi di carcinoma 
gastrico). Nrixira Matrzerr. Lav. Ist. Anat. Univ. 
Perugia, 1958, 18: 155. 


IN ORDER TO ascertain the liability of different age 
groups to cancer, Willis has called attention to the 
necessity of distinguishing ‘“‘age distribution” from 
“‘age incidence” to compare the percentages of cases 
in successive age periods with the percentages in the 
general population in similar age periods. For this 
purpose, the author has analyzed 516 cases of gastric 
carcinoma in biopsy material provided by the histo- 
pathologic department of the University of Perugia, 
Perugia, Italy, from 1941 to 1958. 

These cases were classified by sex and age, the age 
distribution and age incidence being shown in graphs. 
There were 322 (62.4 per cent) cases in males and 
194 (37.6 per cent) in females. The earliest cases ap- 
peared in the third decade (5 males and 1 female). 
The incidence reported in the literature was 1.55 per 
cent and in this study was found to be 0.5 per cent. 
The maximum incidence occurred in the sixth and 
seventh decades with 67.3 per cent and 63 per cent 
respectively, in males and females. The maximum in- 
cidence occurred in the sixth decade in males, in the 
seventh decade in females. In the fourth decade the 


incidence remained low, 6.2 per cent and 3.67 per 
cent, and in the fifth decade it was 12 per cent and 
33.2 per cent. It would seem therefore that cancer 
rarely develops before 30 years of age and the highest 
age distribution and age incidence are found in the 
sixth decade in males and in the seventh decade in 
females. Age distribution is higher in the fifth decade 
than in the eighth, whereas age incidence is higher in 
the eighth than in the fifth decade. The age incidence 
indicates that gastric carcinoma is a tumor of ad- 
vanced age and that about 27 per cent of cases occur 
in persons less than 50 years of age. ‘These results cor- 
respond to those reported by many investigators. 
— Edith Schanche Moore. 


Chronic Duodenal Ileus. (Text in Greek). AL. 
MarsELos and Const. Papage.iou. Acta chir. hellen., 
1959, 6: 3. 


THE AUTHORS present 4 cases of chronic duodenal 
ileus from the Department of Surgery of the General 
State Hospital in Piraeus, Greece. The patients were 
35, 72, 54, and 72 years old and only the last one was 
male. Their symptoms were mainly vague epigastric 
pain and fullness with or without nausea and vomit- 
ing for periods up to 5 years. The physical findings 
were not suggestive of any definite condition but the 
roentgenographic examination (gastrointestinal series) 
showed dilatation of the duodenum in all of them. 
Exploratory laparotomy verified the presence of di- 
lated duodenum in all 4 patients, while the small in- 
testines were found to be entirely normal. Mechanical 
obstruction of the last portion of the duodenum was 
found in only one case and this was due to extensive 
adhesions caused by old subsided tuberculous perito- 
nitis (case 1). There was no obvious reason for the 
duodenal dilatation in the other cases. Two of the 
patients were treated with duodenojejunostomy and 
2 with gastrojejunostomy. The results were very good 
in all patients. 

The authors conclude that this syndrome is prob- 
ably of neuromuscular origin. The preoperative diag- 
nosis is difficult and the treatment of choice is duo- 
denojejunostomy. — Michael G. Seremetis, M.D. 


The Massively Bleeding Duodenal Ulcer with Espe- 
cial Reference to Crater. BERNARD GARDNER and 
Ivan D. Baronorsky. Surgery, 1959, 45: 389. 


THE AUTHORS report a series of 235 cases of patients 
with massive bleeding from a duodenal ulcer, melena 
or hematemesis for at least one week, and a hemo- 
globin of 8 gm. or less. The diagnosis of the location 
was made by roentgenogram, autopsy report, or at 
operation, and patients with additional potential 
sources of bleeding were excluded. The total number 
of duodenal ulcers during the observation period 
(1947 to 1957, Mt. Sinai Hospital, New York) was 
1,087 and of gastric ulcers 352, of which 51 were 
massively bleeding ulcers. 

Most of these 235 patients (21.6 per cent of all 
duodenal ulcers) were originally admitted to the 
medical service and operation was rarely performed 
during the first 72 hours. The age did not seem to 
influence the severity of bleeding, but 174 patients 
were more than 40 years old. Men outnumbered 
women by more than 2 to 1. Melena was the most 
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constant symptom in about 85 per cent of the patients 
while hematemesis occurred in 28 to 50 per cent, 
parallel to the amount of blood lost. Fifty-three pa- 
tients had had no previous symptoms at all, 77 pa- 
tients had had ulcer complaints for more than 10 
years, and for 144 patients, this was the first bleeding 
episode. 

Forty-seven of these 235 patients underwent opera- 
tion during the original admission, and another 47 
patients during a consecutive one. Of the 188 patients 
treated consecutively 7 (or 3.7 per cent) died, in spite 
of 8 to 33 transfusions. Three patients (or 6.4 per cent) 
of the surgical group died, one of them a 6 year old 
child. It is interesting to note that the ulcer was lo- 
cated on the posterior duodenal wall in all fatal cases 
and in the group of the most severe bleeders for whom 
pathologic details were available. These ulcers fre- 
quently penetrate into the pancreas or a large artery. 
The over-all mortality in medically and surgically 
treated patients was 4.3 per cent. Surgical mortality 
during active bleeding was 20.8 per cent as opposed 
to 1.4 per cent for purely elective procedures. 

Readmission for bleeding was necessary for 24 pa- 
tients all of whom had been treated medically orig- 
inally, a failure rate of 12.8 per cent. Of 94 patients 
treated surgically, follow-up was available in 67 per 
cent and 18.6 per cent of them had recurrent bleed- 
ing. It appeared that the addition of vagotomy to a 
Billroth II operation decreased the incidence of re- 
current bleeding and the impression was confirmed 
that gastroenterostomy with or without vagotomy or 
aBillroth I operation was futile. The roentgenographic 
diagnosis of a crater, rather than deformity only, was 
a more constant finding in the groups with more 
severe bleeding, and recurrent bleeding after con- 
servative management was more frequent when a 
crater was demonstrable. 

In summary, the following impressions were gained. 
Medical treatment is the most favorable immediate 
approach in bleeding ulcer as long as blood trans- 
fusions do not total more than 2,000 c.c. in 48 to 72 
hours or less, and blood loss and hematemesis have 
stopped after that period. If recovery occurs after 
medical treatment, bleeding recurs in 50 per cent of 
cases and is severe in 12 per cent. If surgery becomes 
necessary on a subsequent admission, the mortality is 
very high. Subtotal gastric resection is, at present, the 
best surgical approach. A plea is made for early 
roentgenographic examination. It can be done safely 
during active bleeding unless severe shock or active 
vomiting is present. The presence of a crater late in 
the course of medical treatment seems to indicate 
intractable disease and to favor surgical management. 
If a crater is demonstrated in patients with acute 
massive hemorrhage of duodenal ulcer origin, opera- 
tion should be performed early. 

—W. D. Bergman, M.D. 


The Treatment of Perforated Gastroduodenal Ulcer, 
Based on 184 Operations in the Period from 1950 
to 1958 (Il trattamento dell’ulcera gastroduodenale 
perforata, su 184 casi operati fra il 1950 e il 1958). A 
Lupt. Riforma med., 1959, 72: 205. 


In THIs stupy of 184 cases of perforation, there were 6 
deaths (3.2 per cent). In 134 of these patients gastric 
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resection was carried out as an emergency measure 
and in this group there were 3 deaths (2.18 per cent). 
The remaining patients (50) with 3 deaths repre- 
sented a mortality of 6.0 per cent. Since no deaths 
occurred in the group of 15 patients in whom the ulcer 
perforation was simply closed by suture and a gastro- 
enterostomy performed, the true mortality of the sim- 
ple suture cases was 8.82 per cent for the 34 patients 
in the two groups. 

Of the 134 resections, more than 6 hours had 
elapsed between the: time of the accident and the 
operation in 54 cases, and in this group the mortality 
was still only 3.58 per cent, while in the group of 
suture cases the mortality was 12 per cent for the same 
period of delay. 

Thus the results achieved in the author’s cases, ob- 
served at the University of Pavia, Pavia, Italy, would 
seem to justify the preference of European surgeons for 
the treatment of gastroduodenal perforation by imme- 
diate resection, even admitting that in this material 
the more serious cases were the ones sutured, or treated 
by suture supplemented by a gastoenterostomy, since 
resection is followed by a more tranquil postoperative 
convalescence, and the subsequent dangers of such 
complications as reperforation, hemorrhage, stenosis, 
and the presence of an incipient carcinoma are re- 
moved. Finally, the author believes that there is no 
real conflict between the method of emergency gastric 
resection for perforated ulcer of the gastrointestinal 
tract and the méthod of continuous gastric aspiration 
by means of an Einhorn or a Miller-Abbott tube with- 
out operation, as proposed by the English surgeon 
Taylor in 1946 and extensively employed by English 
and French surgeons. In fact, this surgeon (Taylor, 
Surg. Gyn. Obst., Internat. Abstr. Surg. 1957, 104: 35) 
now maintains that his method of continuous aspira- 
tion represents an ideal solution of the problem, only 
for recent ulcers and when surgical treatment is im- 
possible. In cases of old ulcer it should be considered 
only as a temporary expedient, aimed at bringing 
the patient to the operating table in better physical 
condition. 

The author submits that resection is the operation 
of choice for the treatment of perforated gastroduo- 
denal ulcer, with the qualification that the method is 
to be applied after a consideration of the condition 
present, excluding a few cases in which he resorts to a 
simple suture of the perforation. One of the factors 
deciding for the application of simple suture is the 
amount of time that has elapsed between accident and 
operation (more than 12 hours). Even in these cases, 
however, resection may be indicated when the condi- 
tion of the patient is not too serious. 

The author considers that resection is indicated in 
gastric ulcers in general, in which there are rigid, cal- 
lous margins that render suture extremely difficult or 
impossible. Cases in which the perforation is juxta- 
cardial are exceptions. Resection is also indicated for 
very large pyloric and duodenal ulcers or those in 
which the lesions are of chronic, callous character; 
instances of repeated perforation; instances of hemor- 
rhage from the ulcer or of duodenitis hemorrhagica; 
and multiple ulcers and ulcers complicated by pyloric 
or duodenal stenosis, stasis, and gastrectasia. 

— John W. Brennan, M.D. 











356 International Abstracts of Surgery - October 1959 


Ulcerative Colitis. Joun LinpENBERG. Acta chir. scand., 

1958, Suppl. 236. 

THE FIRST PAPERS PUBLISHED on the pathologic find- 
ings and clinical signs and symptoms of ulcerative 
colitis, which made the disease distinguishable as an 
entity, are briefly reviewed. The causes, morbid anat- 
omy, and symptoms of ulcerative colitis are discussed 
on the basis of a review of the literature. 

‘The great majority of cases of ulcerative colitis (up 
to 94 per cent) start in the rectum, from which the 
disease ascends. In up to 30 per cent the disease re- 
mains localized distal to the descending colon; the 
whole colon is afllected in up to 66 per cent; and the 
ileum is involved in up to 34 per cent. 

The diagnosis is made by exclusion of other dis- 
eases with similar symptoms. The extension and 
course of the disease can be estimated by barium 
roentgenographic examination of the colon, as well as 
by proctoscopy and laboratory studies. The general 
clinical symptoms seem to afiord the best basis for 
assessing the prognosis, whereas the more objective 
tests are of less value. 

Complications vary greatly in frequency, from 31 to 
67 per cent. ‘The most important are pseudopolyposis 
and polyposis, intestinal stricture, perforations of the 
colon, and massive intestinal hemorrhages. 

After a study of the various forms of treatment sug- 
gested it was found impossible to give prominence to 
any specific medical treatment. As a rule, treatment 
should be individualized. In most cases it consists of 
(1) general treatment aiming at physical and mental 
sedation, (2) dietetic treatment with a fully adequate 
low residue diet rich in protein, vitamins, and calories, 
with due consideration of possible allergy, (3) elimina- 
tion of focal infection, and (4) control of anemia, hypo- 
proteinemia, and electrolyte imbalance. The sparingly 
soluble sulfonamides are used chiefly in the presence 
of fairly diffuse intestinal inflammation associated with 
fever, whereas antibiotics are given mainly in cases of 
inflammatory complications and preparatory to sur- 
gical treatment. Corticotropin and cortisone are ad- 
ministered in rare cases only and exclusively as 
preparation for other therapy. 

Most patients show a transitory, favorable response 
to medical treatment, but the disease will recur in up 
to 90 per cent, even after prolonged treatment. 

The indications for surgical treatment of ulcerative 
colitis are (1) severe illness which is not cured or im- 
proved by medical treatment, (2) grave complications, 
and (3) regional colitis. The surgical treatment may be 
divided into three categories: (1) ileostomy, which is 
the main treatment in severe cases, (2) resection of 
the colon in cases of regional colitis, and (3) secondary 
operations, such as subtotal colectomy and removal of 
the rectum. The time for operation is determined by 
the progress of the pathologic processes in the colon 
and symptoms of a particularly severe character. 
Social and economic conditions may possibly play a 
part. The patient should be operated on before the 
condition has become life threatening and while the 
disease is in a quiescent phase. However, such com- 
plications as impending and acute perforation, mas- 
sive intestinal hemorrhage and obstruction, and acute 
fulminanting cases call for prompt operation. The 
frequency of surgical treatment of ulcerative colitis 


varies greatly from one series to another (between 12 
and 58 per cent). Within recent years there has been 
an increasing inclination to prefer surgical treatment, 
partly owing to improved ileostomy equipment and 
perhaps chiefly on account of a decline in the post- 
operative mortality from between 12 and 29 per cent 
to minimally about 4 per cent. 

Ileostomy dysfunction is the earliest, most frequent, 
and most dangerous postoperative complication, 
which may lead to grave loss of fluid and electrolytes. 
The incidence of ileostomy dysfunction ranges from 
25 to 100 per cent. 

Subtotal colectomy is performed in from 70 to 100 
per cent of patients who have previously undergone 
ileostomy operation. Performance of ileostomy and 
subtotal colectomy as a one stage operation is recom- 
mended by few surgeons only, owing to the high 
mortality. Of the patients on whom subtotal colec- 
tomy has been performed, up to 41 per cent will later 
have the rectum removed, an operation for which the 
mortality is iow. 

The prognosis in surgically treated ulcerative 
colitis has improved steadily within the last few years. 
The primary mortality has declined, and the use of an 
ileostomy apparatus is no longer a problem. 

The author believes that the treatment of ulcerative 
colitis ought primarily to be medical, though no 
specific medical treatment can be recommended. The 
prognosis is bad in cases with an acute onset. The 
general clinical symptoms afford the best guidance to 
therapy and prognosis. —Robert Turell, M.D. 


Effects of Abdominoperineal Resection on Sexual 
Function in 60 Patients with Ulcerative Colitis. 
LeRoy H. STAHLGREN and L. KRAEER FERGUSON. 
Arch. Surg., 1959, 78: 604. 


WHEN COLECTOMY Is INDICATED in the treatment of 
ulcerative colitis, complete removal of the rectum is 
usually considered an essential in the successful surgi- 
cal treatment of the disease. One of the deterrants to 
performing complete rectal resection is the concern ex- 
pressed by some physicians relative to the effect of 
this procedure on sexual function. There are many 
reports in the literature to support this solicitude, 
though most of them concern rectal removal in the 
treatment of cancer, in which a wider resection is 
performed. 

A follow-up study was achieved in 60 patients who 
had had abdominoperineal resection for far advanced 
ulcerative colitis one or more years previously. Of 
these, 35 were women, 25 were men. Of the 25 men, 
18 reported no change in sex function. Two men re- 
ported improved function, probably as the result of 
improvement in nutrition and general health. 

Of the 5 men reporting some disturbance of func- 
tion, 4 were more than 50 years old. None reported 
complete loss of sex function. All 5 indicated some 
impairment of erection. Three had alteration of 
ejaculation. Of 14 married men in the series, between 
20 and 49 years old, 9 reported pregnancies of their 
wives since surgery. 

Excluding single women and 2 married women who 
considered themselves too old for sex relations, 26 
married women were evaluated after this type of sur- 
gery. Of these 23 reported no change, 1 reported im- 
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proved sex function, and 2 indicated some difficulties. 
One of the latter was a neurotic person with dys- 
pareunia, and the other gave no details. 

The anatomy of the autonomic nerves in the pelvis 
is briefly reviewed. The sympathetic fibers are most 
vulnerable to surgical trauma where they overlie the 
promontory of the sacrum as the presacral nerve and, 
lower down, as they pass closely around the lateral 
rectal walls. These nerves are essential for ejaculation 
in the male. The parasympathetic nerves, essential for 
erection, are most accessible just below the peritoneal 
reflection on each side of the rectum. 

The wide resection required in the effective surgical 
treatment of cancer inevitably disrupts these nerves 
and impairs sexual function in a significant percentage 
of patients. In rectal resection for benign conditions, 
however, the surgeon must make his peritoneal inci- 
sions close to the bowel wall and develop his plane of 
dissection close along the rectal wall, ligating the 
superior and middle hemorrhoidal vessels at the 
points where they enter the rectal wall. The layer of 
fatty tissue overlying the sacrum is not disturbed. 

The reported series indicates that abdominoperineal 
resection for benign conditions is unlikely to cause any 
alteration of sexual function if the surgeon is careful 
to avoid injury to the autonomic nerves. 

—Stanley W. Tuell, M.D. 


Tumors of the Small Intestine. R. CLEMENT DARLING 
and CLaupE E. Wetcu. WN. England 7. M., 1959, 
260: 397. 


Tus REPORT is of a clinical study of 132 patients with 
primary tumors of the small intestine who were oper- 
ated upon at the Massachusetts General Hospital in 
Boston. Tumors which were found at autopsy during 
the period of study were excluded. Malignant tumors 
constituted 26 per cent of the small bowel tumors that 
were found at autopsy, but comprised 75 per cent of 
the symptomatic tumors found at operation. 

Five large pathologic groups made up the bulk of 
the clinical material. Of the total, 35 per cent were 
benign neoplasms, 25 per cent cancer, 22 per cent 
primary malignant lymphoma, 11 per cent carcinoid 
tumors, and 7 per cent nonlymphomatous sarcomas. 

In 75 per cent of the 113 patients with symptoms, 
the tumors were malignant. Conversely, of the 19 
asymptomatic patients whose tumors were found inci- 
dentally at operation, all but one had benign tumors. 

The symptoms caused by small bowel tumors are 
those of obstruction, hemorrhage, palpable mass, or 
perforation. Obstructive symptoms, usually of chronic 
obstruction, occurred in 67 per cent of those patients 
with symptoms. Annular constricting lesions were 
usually carcinoma but intussuscepting lesions were 
usually benign. 

Bleeding was the next most common symptom and 
occurred in 53 per cent of the symptomatic patients. 
Occult bleeding was the most common form. Bleeding 
was frequent with carcinoma, lymphoma, and leio- 
myosarcoma. 

A palpable mass was present in 31 per cent of 
symptomatic patients and in all but one, neoplastic 
disease was present. Perforation only occurred in 13 
patients and all had sarcoma or lymphoma except 
one who had carcinoma. 
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Inch for inch the most common site of tumors of the 
small bowel is in the duodenum. A total of 19 per 
cent occurred in the duodenum, 42 per cent in the 
jejunum, and 52 per cent in the ileum. There was no 
particular age or sex distribution. 

Roentgenographic diagnosis proved to be the most 
valuable single method of study and was especially 
valuable in duodenal tumors. Of 16 duodenal neo- 
plasms, 15 were diagnosed roentgenographically. The 
preoperative diagnosis was made in 84 per cent of all 
small bowel tumors studied. 

Benign small bowel tumors are least frequent in the 
duodenum and increase in frequency down to the 
lower ileum. In order of frequency of appearance as 
reported in the larger series these tumors are: adeno- 
ma, lipoma, myoma, fibroma, and angioma. The 
adenoma comprises about 25 per cent of the benign 
tumors of the small bowel. Half of the gastrointestinal 
lipomas are found in the small intestine. Leiomyomas 
are frequently associated with hemorrhage but may 
also be the source of obstructive symptoms. 

Much recent attention has been paid to the carci- 
noid tumor. There were 15 in this series. All were in 
the terminal ileum and all were symptomatic. All but 
2 caused symptoms of obstruction, although only one 
of these gave evidence of intussusception. Hepatic 
metastases occurred in 3 patients, 2 of whom had evi- 
dence of the carcinoid syndrome. 

Adenocarcinoma is the most common malignant 
lesion of the small bowel. In this series, 30 per cent 
were found in the duodenum, 58 per cent in the 
jejunum, and 12 per cent in the ileum. 

Twenty-nine patients had primary malignant 
lymphomas and 17 of these had obstructive symp- 

toms. Anorexia and weight loss were common. 

All patients who were operated upon for benign 
tumor survived. Those with malignant tumor had a 
30 per cent operative mortality. Of those who sur- 
vived resection for cure, 47 per cent were alive 5 
years later. The survival rate is high for carcinoids 
and low for cancer, malignant lymphoma, and sar- 
coma. — John J. Bergan, M.D. 


Malignant Mesenchymal Tumors of the Small In- 
testine (Sui tumori mesenchimali maligni dell’intes- 
tino tenue). ANGELO MeEpicI. Ateneo parmense, 1958, 
29: 47. 


Five cases of primitive malignant tumors of the small 
intestine are reported. These neoplasms consisted of 
3 reticulosarcomas, 1 spindle-celled sarcoma of the 
ileum, and a leiomyosarcoma of the jejunum. 

In all these patients the tumor was palpable; how- 
ever, this is not always true when the condition is seen 
earlier in its course. In none was the nature and point 
of attachment of the tumor defined prior to the opera- 
tion. Although in all instances the tumor was removed, 
it is still too early for a final evaluation of the prog- 
nosis. At operation it was found that the leiomyosar- 
coma originated high in the jejunum; in all the other 
tumors the origin was in the ileum more or less close 
to the ileocecal junction. 

It would, of course, be desirable if these neoplasms 
could be recognized earlier in their course; however, 
the mesenchymal tumors of the small intestine do not 
tend to intrude into the intestinal lumen, but infiltrate 
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the intestinal wall and mesentery. Thus the most that 
can be found on roentgen examination of the gastro- 
intestinal tract will be a rigidity of the intestinal wall, 
a lack of mobility of the involved segment, and a loss 
of the mucosal pattern. These signs will, however, 
frequently be difficult to find because of the superposi- 
tion of the shadows and the rapid transmission of the 
contrast-producing bowel content which are incident 
to all techniques of examination of the small intestine. 
In this respect the author suggests some special tech- 
niques that he thinks should be of assistance. One of 
these consists of the transnasal introduction of the 
Miller-Abbott tube into the small intestine with sub- 
sequent inflation of its balloon and rapid injection of 
the contrast medium with enough force to fill the in- 
volved intestinal segment for adequate definition. 
Another method consists in the swallowing of 40 to 50 
c.c. of the barium suspension, followed by the drinking 
of a glass of water, the water tending, by stimulation of 
the peristalsis, to fill the peristaltically more or less 
passive, involved segment of the bowel. 

Finally some help in arriving at a diagnosis may be 
found in the concomitant involvement of the urinary 
system, that is, pressure on or direct involvement of 
the urinary bladder, dysuria or loss of capacity of the 
bladder may serve to focus the attention on this re- 
gion; however, to wait for such a sign would not 
benefit the prognosis. 

On the whole, the prognosis for this type and loca- 
tion of tumor is not good. The tendency for the proc- 
ess to develop in the terminal portion of the ileum 
means that a region with more than ordinarily rich 
lymphovascular supply is involved, favoring rapid and 
precocious metastasis, and the early invasion of the 
neighboring viscera imposes anatomosurgical prob- 
lems of particular delicacy. The prognosis is further 
darkened by the uncertain efficacy of irradiation 
therapy. .—John W. Brennan, M. D. 


Surgical Treatment of Diverticulitis of the Colon. 
C. P. Scuuicke and Arcu. H. Locan. 7. Am. M. Ass., 
1959, 169: 1019. 


SEVENTY PATIENTS form the basis for this report which 
is concerned with all patients operated on for diver- 
ticulitis of the colon over a recent 7 year period. In 
62 of these patients, the inflammatory process was 
located in the sigmoid. In 5 it was in the cecum, in 
2 in the transverse colon, and in 1 it involved the 
entire colon. 

Approximately one-half of the patients were men 
and most of the patients were in the sixth, seventh, 
and eighth decades. 

Of the patients with transverse colon and cecal 
diverticula, the uniform complaint was pain localized 
to that area. Pain was more poorly localized in sig- 
moid diverticulitis. Thirteen of the patients passed 
bright red blood per rectum and in 9 this was of 
some magnitude. 

A variety of operative procedures were used de- 
pending upon the local situation at the time of opera- 
tion. It is of significance to note that 35 patients with 
sigmoid diverticulitis had a one-stage operation and 
in only 8 of these was the process quiescent at the 
time of operation. Staged procedures were used in 
14 patients and local procedures were utilized in 4. 


Only 2 deaths were recorded in this series and 
there were 10 patients with postoperative compli- 
cations. One of the deaths was in a patient with a 
staged procedure and the other followed simple 
colostomy. 

Certain facts are brought out by the study as 
presented. In 39 per cent of the cases diverticulitis 
was not considered in the preoperative diagnosis by 
the clinician or the surgeon. Carcinoma was not mis- 
taken for diverticulitis in this series, except in the 
cecum. In 4 patients, the sole presenting complaint 
was rectal bleeding and 13 manifested this symptom 
to a greater or lesser degree. 

Among the indications for operation in order of 
frequency were: intractability of symptoms, presence 
of a palpable mass, suspicion of carcinoma, obstruc- 
tion, bleeding, and external fistula. 

—John 7. Bergan, M.D. 


Fatal Complications Following Colectomy. E. S. R. 
Hucues. Austral. N. Zealand J. Surg., 1959, 28: 202. 


THE AUTHOR reviewed his personal series of 602 
colectomies to determine the mortality rate and the 
causes of death. There were 336 cases of carcinoma 
of the rectum, 148 of cancer of the colon, 24 of diver- 
ticulitis of the colon, 60 of ulcerative colitis, 9 of 
segmental colitis, 8 of benign tumors, 6 cases of 
familial polyposis, 5 of volvulus of the sigmoid, 2 
carcinoid tumors, 2 cases of endometriosis of the 
colon, 1 case of injury, and 1 case of constipation. 

Combined excision of the rectum resulted in a 
mortality of 2.6 per cent for abdominoperineal ex- 
cisions (Miles) and 4.8 per cent for the synchronous 
combined excision. There were no deaths after the 
last 122 combined excisions. Restorative excisions 
were followed by a similar mortality except when 
attempts were made to remove very lowlying tumors. 
Colectomy for cancer of the colon with intraperi- 
toneal anastomosis was associated with an operative 
mortality of 4.7 per cent. There was a high mortality 
rate after resection of the sigmoid colon for diverti- 
culitis, especially when a preliminary colostomy had 
been constructed. Ulcerative colitis was also respon- 
sible for a higher mortality rate after excision than 
was found with carcinoma but the results of surgery 
have improved. 

Increased experience produced a very significant 
fall in the mortality rate after resection of the rectum 
and construction of a permanent colostomy; a similar 
improvement was not found in operation for carci- 
noma of the colon. 

The most common cause of death in this series was 
pulmonary embolism; stasis was the important cause. 
Experimental work has demonstrated a considerable 
rise in venous pressures in the lower extremity when 
packs are inserted and retraction applied. 

Peritonitis occurred after intraperitoneal anastomo- 
sis. It was not responsible for the loss of any patient 
after construction of a permanent end-colostomy 
in the course of combined excision of the rectum. 
Peritonitis became a serious factor when attempts 
were made to carry out an anastomosis deep in the 
pelvis and when technical difficulties were con- 
siderable. Defective anastomosis rather than an in- 
adequately prepared bowel appeared responsible. 
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Small bowel obstruction was the third common cause 
of a fatal outcome. It was seen most often after an 
abdominoperineal excision of the rectum and was 
usually caused by herniation of the small bowel 
through an imperfectly sutured pelvic peritoneum. 
Symptoms appeared immediately after operation and 
were often accompanied by a confusing rise in tem- 
perature. Diagnosis was difficult and this led to late 
intervention. Pneumonia was the cause of death in 5 
patients, and one of these had a lung abscess. 
—Robert Turell, M.D. 


The Coincidence of Clinical and Morphologic Diag- 
nosis of Acute Appendicitis, (Text in Russian). V. I. 
Ko tesov and N. U. Bomasn. Khirurgia, Moskva, 1959, 
p. 50. 


Not INFREQUENTLY the appendix removed on the 
basis of diagnosis of acute appendicitis shows incon- 
spicuous changes, and in some instances the histologic 
examination fails to reveal any pathologic modifica- 
tions. According to the literature the discrepancy be- 
tween operative and pathologicoanatomic findings 
may be noticed in from 13 to 40 per cent of all cases 
and is usually ascribed to diagnostic errors. In women 
inflammatory processes of the adnexa may simulate 
acute appendicitis. 

Of 1,040 patients who underwent appendectomy, 
the diagnosis of catarrhal appendicitis was made in 
653, and in that group poor remote results were re- 
corded only in 46 patients, or 7 per cent. A follow-up 
study showed that in the group of 46 patients, 29 had a 
pathologic condition, such as peptic ulcer, chronic 
gastritis, chronic cholecystitis, or hernia. In some 
cases the condition had been present before the ap- 
pendectomy while in others it made its appearance 
after the operation. In this group of 29 patients pre- 
operative diagnostic errors were made in only 2. 

According to the authors’ conclusion the statement 
that operation is not indicated if catarrhal appen- 
dicitis is diagnosed, is incorrect. Of 367 women who 
had undergone such operation, only 4 later showed 
signs of chronic adnexitis. This statistic contradicts the 
opinion that many appendectomies are performed be- 
cause an inflammation of the female adnexa is mistak- 
en for appendicitis. 

Careful macroscopic inspection and serial sections 
of 300 appendices were made by the authors. In 16 
cases the operative diagnosis was acute catarrhal ap- 
pendicitis and yet the histologic examination showed 
phlegmonous changes. This observation demonstrates 
the danger of procrastination. In 40 patients, or 25 per 
cent of the group, the customary histologic study failed 
to corroborate the clinical diagnosis but serial sections 
showed inflammatory changes in 29 cases. 

— Joseph K. Narat, M.D. 


An Evaluation of the Anterior Resection of the Rec- 
tum and Low Sigmoid. Frank C. WHEELOCK, JR., 
Gites Toit, and Letanp S. McKurtrick. N. England 
Jj. M., 1959, 260: 526. 


THE AUTHORS adopted 10 cm. of normal appearing 
bowel below the carcinoma, measured in situ at the 
operating table, as a minimal acceptable margin in 
resection for cure. In 1952 Cole reported recurrence 
of carcinoma in the suture line after presumably ade- 
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quate anterior resection of the rectum in 10 per cent 
of a series of 55 patients. Within 2 years of his report 
2 of the patients in the authors’ series returned because 
of recurrence at the anastomosis. In each, the distal 
margin at resection was 10 cm. in situ. These recur- 
rences in spite of what seemed to be adequate margins 
prompted this study of a group of 90 patients who had 
anterior resection.: A patient was accepted if the 
tumor was within 20 cm. of the anus, the superior 
and middle hemorrhoidal vessels had been ligated 
during the operation, the anastomosis lay within 15 
cm. of the anus, or the anastomosis was too low and 
difficult, indicating temporary transverse colostomy. 

Of 90 patients who had resections with the hope of 
cure and not palliation it appeared that tumor had 
recurred in the line of the anastomosis in 10. Recur- 
rence was observed by sigmoidoscopy. If the recur- 
rence was in the pelvis or seeded in the peritoneal 
cavity, it was not considered as originating in the 
suture line and such patients were not counted. In 
only 2 of the 10 patients were positive lymph nodes 
found. It is reasonable, therefore, to consider that car- 
cinoma was not left in the lymphatic channels distal 
to the primary tumor. It is also unlikely that the 
tumor was transected as it extended from the primary 
site in view of the margin taken and the failure to 
identify tumor in the resection edge. 

Cole examined the contents of the bowel adjacent 
to the carcinoma and found viable appearing cancer 
cells located in the lumen of the bowel 21 cm. from the 
tumor in 65 per cent of his patients. He believed that 
these cells were implanted in the anastomotic site. 
Failure of this type of recurrence to develop in all 
patients must be dependent upon the number, via- 
bility, and vitality of the exfoliated cancer cell con- 
trasted with the host’s resistance to the cancer. 

From the original size and favorable nature of these 
tumors it seems likely that a combined abdomino- 
perineal resection would have been successful, where- 
as the anterior resection failed although by current 
standards in most clinics the operations were adequate 
in scope. The authors, therefore, advise anterior re- 
section when at least a 10 cm. margin of normal bowel 
can be obtained as measured by the surgeon, and 
when tapes or ties around the bowel can be placed 
above and below the tumor as suggested by Cole. 
Since this is frequently impossible to accomplish they 
have performed more abdominoperineal resections 
recently. Postoperative study is of utmost importance 
in an effort to detect early recurrences and sig- 
moidoscopy should be recommended every 3 months 
during the first year and every 4 months for the second 
year since the majority of recurrences occur within the 
first 2 years. Thereafter it is recommended every 6 to 
12 months depending upon the interval after opera- 
tion. Barium enema examination is recommended if a 
carefully taken history suggests trouble elsewhere or if 
the stool shows blood by chemical tests. 

—Allan D. Callow, M.D. 


Anorectal Malformations (Malformazioni anorettali). 
G. C. Roncuett1 and U. Ba.pt. Ann. ostet. gin., 1958, 
80: 473. 


THE TREATMENT of each type of anorectal malforma- 
tion according to standard authorities is described 
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with results and mortality rates. Finally, the discus- 
sion is directed to the cases of 11 patients treated by 
the authors with detailed illustrated reports of 4 cases. 
There were 7 males and 4 females with 63 per cent 
having malformations of type 3 (Ladd and Gross), 
27 per cent of type 1, 9.2 per cent of type 4, and none 
of type 2. Fistula was present in 72 per cent of the 
cases. The results of treatment were judged by its ef- 
fect on function and continence. There was only one 
postoperative death, the other 2 deaths being in in- 
fants who came too late for treatment and whose poor 
condition rendered operation impossible. In all the 
patients treated the end results were good concerning 
function and continence. In 4 patients dilatation with 
Hegar sounds was instituted, one was subjected to 
colostomy and one to perineoplasty. Abdominoperi- 
neal operation was performed in only 3 cases, and 
considered the operation of choice if performed at the 
proper time in carefully diagnosed cases. In patients 
in whom the malformation permits evacuation, treat- 
ment may be deferred for varying periods. However, 
it is emphasized that infants in the first days of life 
tolerate these operations very well since the intestinal 
contents are still sterile. As the child grows older the 
intestine becomes dilated and there is increasing risk 
of obstruction of the fistula, thus endangering the 
somatic development of the child. 

A type 3 malformation, representing 63 per cent of 
the series, is usually combined with a fistula involving 
the urinary tract, with the result that there is a con- 
stant threat of ascending urinary infection. The level 
of the rectal sac and presence of a fistula must always 
be demonstrated. Diagnosis of this malformation is 
the determining factor in selecting the type of inter- 
vention. The authors are convinced that in cases with 
a high rectal sac and in those complicated by fistula, 
the abdominoperineal operation is the only one that 
will guarantee good functional results. It permits not 
only mobilization of the rectal or sigmoid infundibu- 
lum independently of implantation, but also resolves 
the problem of eventually existing fistula. Formerly 
many operative attempts were made in the hope of 
achieving permanent closure of a fistula, whereas now 
it is possible to achieve this with a single operation. 
It is concluded that in the majority of cases radical 
operation in the neonatal period will yield the best 
and most lasting results. When doubt exists as to the 
choice of operation in cases in which diagnosis has 
been delayed for more than 50 hours, it is best to limit 
the intervention to a colostomy. It is a safe and well- 
tolerated operation and permits subsequent full re- 
storative surgery. —Edith Schanche Moore. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Laparoscopy, Peritoneoscopy, in the Diagnosis of 
Diseases of the Liver and Gallbladder. (Text in 
Greek). K. ALExANDRIDIS, K. Koxovinis, and B. 
Tstcauipou. Helliniki Iatriki, 1958, 27B: 873. 


THE AUTHORS, from the Medical Clinic of the Aristo- 
telian University of Salonica, Greece, report their 
experience with the use of peritoneoscopy in the diag- 
nosis of diseases of the liver and gallbladder. They 
believe that simple peritoneoscopy is very helpful in 


difficult diagnostic problems and without much dan- 
ger to the patient. Their technique consists of institut- 
ing initial pneumoperitoneum; and the site of inser- 
tion of the scope varies from patient to patient 
depending on the diagnosis. For diseases of the liver 
the site is usually the middle line about 2 cm. below 
the umbilicus. They emphasize that some experience 
is necessary for effective peritoneoscopy, especially in 
the recognition of the variations of color of the liver 
in the different diseases. A distended gallbladder may 
also be confused with distended hepatic flexure of the 
large bowel or any cystic lesion. 

The authors observed 10 cases within a 3 month 
period. Metastatic carcinoma was diagnosed in 2, 
primary carcinoma of the liver in 2, and there was 1 
case each of carcinoma of the pancreas with obstruc- 
tion of the biliary tree, of hepatitis, of cirrhosis, and of 
the Budd-Chiari syndrome. The procedure was un- 
successful in 1 case because of extensive adhesions and 
gave false positive results in another one. This last 
case was thought to be an echinococcus cyst. At 
operation an echinococcus cyst was indeed found, but 
it was in the posterior and lateral aspect of the right 
lobe of the liver. The lesion thought to be a hydatid 
cyst during peritoneoscopy was actually an emphyse- 
matous bleb of the omentum caused by insufflation of 
air at the initial pneumoperitoneum. Peritoneoscopy 
gave positive diagnoses in 8 of 10 cases while it was 
unsuccessful in one (adhesions) and gave a false posi- 
tive result in the tenth. Biopsy was not performed in 
any of these cases because it was not found necessary 
in 50 per cent of them and was thought to be contra- 
indicated in the remaining half either because of in- 
creased liver vascularity, choleostasis, or the presence 
of echinococcus cyst. 

In conclusion the authors emphasize that Caroli 
has performed more than 900 peritoneoscopies with- 
out any complication, probably because he is using 
a very small peritoneoscope, while Ruddock reported 
8 bowel perforations out of 500 examinations in 1937, 
using a much larger instrument. The only contra- 
indication to peritoneoscopy is the presence of cardiac 
disease or acute peritonitis. 

— Michael G. Seremetis, M.D. 


Bleeding Varices Due to Cirrhosis; Survival After 
(1) Nonsurgical Treatment, (2) Splenectomy with 
or without Omentopexy, and (3) Portacaval and 
Splenorenal Shunts. Georce A. HALLENBECK, Mor- 
ton S. Comess, Eric E. WoLiagGeEr, and Rosert P. 
Gace. Arch. Surg., 1959, 78: 774. 


A Tora of 75 patients with cirrhosis of the liver who 
bled from the gastrointestinal tract before operation 
and who had splenectomy with or without omen- 
topexy and a group of 54 similar patients who had 
splenorenal or portacaval shunts were compared with 
respect to survival rates and the incidence of gastro- 
intestinal bleeding after operation. 

Survival rates for both groups of patients during 
the first 5 years were similar. A much greater inci- 
dence of postoperative bleeding was noted in the 
group that had splenectomy than in those treated by 
portal-venous shunts. 

Survival rates for patients who underwent splenec- 
tomy or portacaval shunts were compared with those 
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for four published series of patients with gastrointesti- 
nal bleeding associated with cirrhosis of the liver who 
did not have surgical treatment. The argument was 
developed that the principal reason for better survival 
in the surgical groups is that the methods used to 
select patients for operation also select those most 
likely to survive longest. 

This study suggests that splenectomy with end-to- 
side splenorenal anastomosis gives results superior to 
those after either splenectomy alone or end-to-side 
portacaval anastomosis. More data and a longer 
period of observation are needed to establish this 
point beyond question or to disprove it. 


A Contribution to the Subject of Reoperations on 
the Biliary Tract (Ein Beitrag zu den Gallennacho- 
perationen). B. Kourras, ALEx. SapKas, and Cur. 
ATHANASSAKOS. Chirurg, 1959, 30:1. 


THIRTY-SIX PATIENTS had reoperations for disease of 
the biliary tract at the Grecian Red Cross Hospital, 
Athens, Greece, in the period from 1945 to 1958 (13 
years). Twenty-two of the patients were operated 
upon on the authors’ service originally, and the re- 
mainder were originally operated upon elsewhere. 
This group of reoperations comprised 5.5 per cent of 
all operations on the biliary tract in this hospital dur- 
ing the 13 years. 

Residual stones in the main bile duct were the 
cause of reoperation in 22 instances (63 per cent). 
Fifty per cent of these biliary stones were in the intra- 
hepatic bile ducts. Other conditions necessitating re- 
operation were: functional disturbances of the sphinc- 
ter of Oddi (5.7 per cent), cicatricial stenoses of the 
papilla of Vater (5.7 per cent), chronic pancreatitis 
(5.7 per cent), traumatic and phlegmonous stenoses 
of the bile ducts (8.5 per cent), new formation of the 
gallbladder in the cystic stump, resulting from a long 
stump (2.9 per cent), echinococcus cyst of the liver 
(2.9 per cent, 1 case), and aneurysm of the hepatic 
artery (2.9 per cent). Exploratory laparotomies on 
suspicion of the presence of stones represented 5.76 
per cent. 

The operations performed were choledochotomy 
with removal of stone and followed by Kehr-drain- 
age, choledochoduodenostomy when not all the 
stones in the intrahepatic ducts could be removed, 
dilatation of the papillary stenosis, sphincterotomy, 
removal of the newly formed gallbladder, hepatico- 
jejunostomy after the method of Roux, transjejunal 
dilatation of a stenosis. (A hepaticojejunostomy pro- 
cedure had been performed previously and followed 
by a 13 year period of perfect health.) An intrahepatic 
echinococcus cyst was removed with complete suc- 
cess. It may be noted that in another patient, echi- 
nococcus elements were found to firm the nidus of a 
stone that was removed. In the 2 patients who had 
exploratory laparotomy no cause for the symptoms 
could be determined. 

The results obtained in the postoperative follow-up 
of these patients for periods of 6 months to 13 years 
were excellent in 90 per cent of cases. The authors 
carried out the Roux procedure only once and tried 
to avoid tampering with the sphincter of Oddi unless 
some relief was absolutely indicated; this attitude of 
abstention, of course, did not apply for the instances 
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of cicatricial stenoses in which sphincterotomy was 
uniformly resorted to with, on the whole, most satis- 
factory results. 

Of the 36 patients who were reoperated upon, 3 
died (8.5 per cent). The authors remark that the mor- 
tality was not discouraging, and that any new pro- 
cedure has, of course, a higher mortality. One of the 
deaths was the result of a hepatorenal syndrome, 
another was an anesthetic death with the added com- 
plications of adiposity and intoxication, and the third 
was due to severe cholangitis and a badly deteriorated 
general condition. Two other patients of this group 
died recently, 1 of an aneurysm of the hepatic artery 
and the other of a cholestatic cirrhosis of the liver. 

The results of the entire series (1950 to 1955=525 
cases) are also given as excellent in 90 per cent, good 
in 4.5 per cent, and unsatisfactory in 5.5 per cent. 

The operations were usually carried out under 
cholangiographic control; more rarely under mano- 
metric (Mallet-Guy) control. 

— John W. Brennan, M.D. 


The Common Bile Duct After Cholecystectomy. 
L. P. Le Quesng, C. G. WuirEsipE, and B. H. Hanp. 
Brit. M. F., 1959, 1: 329. 


SEVENTY-THREE patients undergoing cholecystectomy 
had measurements made of their common bile duct 
by operative cholangiography. Twelve months later 
intravenous cholangiography was performed. 

There is a wide variation in the caliber of the 
normal common bile duct. Roentgenographically, a 
10 mm. diameter represents the usual upper limit of 
normal, and one of 12 mm. or greater is evidence of 
dilatation of the duct. 

There is no evidence that the common bile duct 
becomes dilated after cholecystectomy. 

There is no evidence that a dilated common bile 
duct diminishes significantly in caliber after chole- 
cystectomy and removal of stones from the duct. 

There is no correlation between the continuance of 
the symptoms after cholecystectomy and the caliber 
of the common bile duct. 

The finding of a dilated bile duct on intravenous 
cholangiography performed after cholecystectomy is 
of no significance in itself in the absence of informa- 
tion as to the size of the duct at the time of operation. 

—Charles Baron, M.D. 


Strictures of the Common Bile Duct; 5 to 25 Year 
Follow-Up of 217 Operations, WALTMAN WALTERS, 
James W. Nixon, Jr., and THomas E. Hopaeins. Ann. 
Surg., 1959, 149: 781. 


THis sTUDY concerns 191 patients on whom 217 opera- 
tions to correct stricture of the common bile duct were 
performed by the senior author 5 to 25 years before 
follow-up. Excellent and good results were obtained 
from 61 per cent, and fair results in 7 per cent. 
Choledochocholedocostomy and choledochoduo- 
denostomy gave excellent or good results in 68 and 69 
per cent of instances. Hepaticocholedocostomy, and 
hepaticoduodenostomy and hepaticojejunostomy, both 
single and double, were performed 74 times with 
excellent or good results in approximately 55 per cent, 
including even those instances in which it was neces- 
sary to dissect out both hepatic ducts from the hepatic 
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parenchyma in order to anastomose them to the 
duodenum or jejunum. 

Generally, the best results in duct-to-duct choledo- 
chointestinal anastomoses followed the use of T tubes 
as prosthetic devices for 6 to 9 months; but if the 
proximal duct or ducts were very short, the better re- 
sults were obtained with a temporary splint such as a 
Mayo-Sullivan tube. 

Late deaths mostly occurred in patients who had 
had severe cirrhosis with and without hepatitis at the 
time of operation or were due to unrelated causes, 
such as cardiovascular lesions. 

Conclusions were: 

1. Only hepatic insufficiency evidenced by ascites 
with a long history of deep jaundice, not any number 
of previous operations, should preclude an attempt to 
repair the stricture. 

2. Cirrhosis, unless hepatic insufficiency with 
ascites accompanies it, does not contraindicate opera- 
tion, although it does increase risk and difficulty and 
hampers effect. 

3. Even though one surgeon may have reported no 
duct outside of the liver, another may find enough 
duct or dissect out enough at the hilus of the liver to 
permit restoration of biliary-intestinal continuity. 
And even though no extrahepatic duct is found, relief 
of the biliary obstruction and decrease in the size of 
the liver may make possible an accurate biliary-intes- 
tinal anastomosis at a second operation. 

4. Usually some uninvolved duct is hidden by over- 
lying hepatic tissue and can be dissected out. 

5. Intrahepatic ducts should be searched for stones 
with exploring scoops, for such stones frequently ac- 
company stricture of the common duct. 


False Cysts of the Pancreas, Discussion Based on 5 
Personal Observations (Considérations sur les faux 
kystes du pancréas. A propos de cing observations 
personnelles). R. Soupautt, P. Grewis, and E. Cukor, 
Arch. mal. app. digest., Par., 1959, 48: 129. 


‘THIs ARTICLE, intended as a practical review, is based 
on 5 cases observed by the authors within a span of 2 
years, all of which point out the difficulties in estab- 
lishing the diagnosis of pseudocysts of the pancreas 
and emphasize the importance of considering the pos- 
sible role of the pancreas in acute and subacute dis- 
orders of the upper abdomen. 

False cyst of the pancreas denotes an extra pan- 
creatic or parapancreatic collection resulting from 
disturbance of the ductal system of the gland due to 
acute pancreatitis, less often trauma. The collection 
contains glandular secretory fluid, inflammatory exu- 
date, and blood, and is encased in a so-called mem- 
brane consisting of mesothelium and adherent con- 
tiguous structures. The underlying pancreatitis may 
be segmental (distal, central, or marginal) or massive 
(head or body and tail). In general, cysts emanating 
from the tail gravitate toward the hypochondrium, 
those from the body retroperitoneally, and those from 
the head toward the right subhepatic space. ‘““Abdom- 
inal” cyst is present whenever the retroperitoneal col- 
lection of fluid is able to penetrate the peritoneum. 
False cysts, in spite of their gravity, size, and extent, 
are seldom lethal per se; however, penetration of hol- 
low viscera and superinfection may be lethal. Drain- 


age is often curative but in certain instances of per- 
sistent drainage debridement of the sequestered 
necrotic pancreas may be necessary. 

The prodromes of pancreatic false cyst may be nil 
(2 cases) although characteristically there are symp- 
toms and signs of an acute surgical abdominal crisis, 
relatively frequent or widely spread, but each re- 
sembling one another over periods of years. One of the 
author’s patients had only steatorrhea as the out- 
standing symptom. The classical crises are mani- 
fested by acute, severe, colicky pain, vomiting, ileus, 
fever, diarrhea, and impending shock. The pain is 
most generally referred to the left hypochondrium, 
and may radiate to the epigastrium, lower chest, 
groin, or iliac fossa. 

Pseudocysts show up late as secondary factors after 
a period of 3, 4, or 6 weeks following the initial attack 
of acute pancreatitis and their appearance is insidious 
and gradual. Early detection is hampered by the fact 
that the left hypochondrium is poorly accessible to 
adequate roentgenographic study. More recent 
knowledge emphasizes that certain false cysts are of 
tremendous proportions, containing several liters of 
fluid, and that their tributary-like extensions may 
focus attention more on the structures impinged upon 
than upon the pancreas. Renal colic, spastic colitis, 
tumor of the left hypochrondium, and pleurisy with 
effusion are frequent manifestations of pancreatic 
cyst. Cholelithiasis, when present, helps to focus on 
the pancreas as the seat of the disease. The diagnosis 
may be established only by examination of the cyst 
fluid for pancreatic enzymes. Blood amylase is seldom 
helpful except in acute attacks of pancreatitis. 

Pancreatography, recently introduced, is proving 
increasingly useful in characterizing the extent and 
pathologic changes of pancreatic cysts. These lesions 
assume greater importance now that, with good sup- 
portive care, mortality from the acute episode of 
pancreatitis is less than it was formerly. 


— Edwin 7. Pulaski, M.D. 


Indications for and Results of Pancreaticojejunostomy 
for Chronic Pancreatitis (Indications et résultats de 
la pancréato-jéjunostomie pour pancréatite chroni- 
que). Lucren Lecer, ANDRE CaRRARA, and PAULETTE 
Guyet. Arch. mal. app. digest., Par., 1959, 48: 5. 


THE TECHNIQUE of this operation, the indications for, 
and the functioning of the resultant pancreatico- 
jejunal communication have been rather fully dis- 
cussed recently by du Val (Surg. Gyn. Obst., Internat. 
Abstr. Surg. 1955, 101: 164). 

The authors use a number of methods of examina- 
tion for determining the time and type of operation to 
be used in the individual patient. Splenoportography 
before the operation frequently discloses the presence 
of portal stasis and explains the bleeding from the 
digestive tract in some of these patients; the authors 
tend toward a routine splenectomy as a supplemental 
procedure in their pancreaticojejunostomies. Another 
method is peroperative pancreatography, either by 
the transduodenal-papillary approach with catheter- 
ization of the terminal portion of the duct of Wirsung, 
by retrograde injection of the contrast material into 
the duct from the cut surface of the pancreas, or, when 
the duct is sufficiently dilated, by puncture and aspira- 
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tion, followed by injection of the contrast material into 
the canal from the intact surface of the organ. 

Of the patients operated upon by the authors, 5 have 
been followed up for more than 2 years, 8 for 1 to 2 
years, 4 for 6 months to 1 year, and 13 for less than 6 
months. In most of these patients the amelioration of 
the pains since the operation has been remarkable, as 
the answers to recent questionnaires testify. The relief 
has, as a rule, been immediate; the pain has disap- 
peared on the morning after the operation. Four of 
these patients continue to have some pain, but their 
suffering is much less than before the intervention. 
The nutritional status has improved markedly; of the 
patients having the longest periods of follow-up ob- 
servation, 2 have gained 12 kgm. in body weight, 1 
has gained 11 kgm., 1 has gained 10 kgm., and 1 has 
gained 7 kgm. Of those more recently operated upon, 
1 has gained 3 kgm. in 3 months and 1 has gained 1.5 
kgm. in 1 month. There have been 5 deaths; how- 
ever, only 2 of these could be attributed to the 
pancreaticojejunostomy. In one of these patients the 
operation had been undertaken during an attack of 
acute pancreatitis; in the other the difficult operation, 
carried out on dense and extensive adhesions, resulted 
in the injury of a branch artery to the colon (colonic 
necrosis). 

On the whole the authors believe that the opera- 
tion of pancreaticojejunostomy, when performed early 
in the course of the disease and in the absence of acute 
recrudescence, is a relatively simple procedure. 

— John W. Brennan, M.D. 


Transgastric Catheter Drainage of Pancreatic Pseudo- 
cysts. W. ALBERT BREWER and Orp L. SHuMway. 
Arch. Surg., 1959, 78: 79. 


DurING THE PAST 30 years the surgical management 
of pseudocysts has undergone continual revision. 
Each method has had some degree of success but at 
the same time has yielded to objections and disad- 
vantages. 

The technique of pseudocyst drainage as advocated 
by the authors is predicated on the existence of ad- 
hesive fusion between the pseudocysts and the gastric 
wall. An anterior gastrotomy is made to expose the 
posterior wall of the stomach draped over the pseudo- 
cyst. The pseudocyst is then entered through a small 
posterior gastrotomy and its contents are aspirated. 
Biopsy examination should be made of the cyst 
wall. A large mushroom catheter is inserted in the 
cavity of the pseudocyst and the posterior gastric 
aperture is snugly closed about it. The withdrawal of 
the catheter may be facilitated by alteration of the 
mushroom tip with scissors. The catheter is allowed 
to traverse the stomach and is brought out through a 
small gastrotomy on an anterolateral wall, and the 
stomach is sutured to the anterior parietal peritoneum, 
as in a feeding gastrotomy. Closure of the larger ante- 
rior gastrotomy opening is performed in a routine 
fashion. 

The pseudocyst cavity is kept empty by gentle, con- 
tinuous suction on the catheter for several days, and 
the patient may take food and fluids by mouth. 
Shrinkage of the pseudocyst may be determined with 
cystograms. When there is roentgenographic evidence 
of complete obliteration of the cavity, the tip of the 
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catheter may be drawn into the stomach for use in a 
feeding gastrotomy or removed completely. The ad- 
vantages of this are the absence of reflux of the gastric 
contents into the cyst cavity and the patency of the 
aperture into the cyst until shrinkage of the cyst is ac- 
complished. Also the interposition of the stomach be- 
tween the pseudocysts and the cutaneous aperture 
excludes the possibility of a persistent pancreaticocu- 
taneous fistula. Decompression of the cyst cavity takes 
place over a period of several days or weeks and the 
progress of shrinkage can be easily followed with cys- 
tograms. — James H. Holman, M.D. 


The Effect of Posttraumatic Splenectomy (Die Aus- 
wirkungen der posttraumatischen Splenektomie). H. 
BreGEMANN and W. Gente. Deut. med. Wschr., 1959, 
84: 449. 


THE EFFECT of splenectomy was evaluated in 209 pa- 
tients. The following questions were to be answered: 
(1) Would deficiency conditions develop after splen- 
ectomy for traumatic rupture? (2) What permanent 
changes or damage would be encountered? (3) 
Would patients gain full efficiency after splenectomy? 

The literature contains reports on lesser resistance 
to infections after splenectomy which other investi- 
gators have denied. Sauerbruch and Knake noted 
increased prolan excretion in the urine after splen- 
ectomy and a depressing effect on ovarian activity 
was noted by others. 

One hundred and seventy males and 39 females had 
splenectomies at ages of 4 to 67 years. Follow-up 
evaluation was carried out from 6 months to 36 years 
after the splenectomy (average time was 8.75 years). 

In the immediate postoperative period infectious 
complications seemed to be more common after 
splenectomy than after other upper abdominal pro- 
cedures. A depressed antibody formation and de- 
pressed ventilation are suggested as causes. In 20 per 
cent of this series pneumonitides were encountered, 
pleuritis in 13 per cent, peritonitis in 2.8 per cent and 
superficial abdominal abscesses in 19.5 per cent. No 
metabolic derangements were noted, callus formation 
after bone fractures progressed normally, and no rise 
of neoplasm development was found. 

Twenty-three per cent of the patients examined 
had complaints pertaining to the cardiopulmonary 
system. Hypertension (pressure over 140 mm. Hg) 
was noted in 45 (39 per cent) of 115 individuals; 27 
of these were less than 40 years old. Although patho- 
logic electrocardiographic changes have been re- 
ported to occur after splenectomy, careful electro- 
cardiographic and hemodynamic follow-up by other 
investigators failed to reveal any abnormality. The 
authors deny any relation between the spleen and 
ovarian or testicular function. In 15 per cent of the 
patients gastritis and peptic ulcers occurred after 
splenectomy, an increase over the incidence in the 
general population. 

The results of examination of the blood were nor- 
mal in 2 to 4 months, although an absolute and rela- 
tive lymphocyte increase was noted. Neutrophils de- 
creased from high initial levels to remain just above 
normal. The initial leucocytic shift to the left and 
eosinophil level changes were explained as response to 
trauma. 
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Growth and developmental changes were not ob- 
served. Fifty-one per cent of the patients indicated 
decreased physical efficiency. The younger individuals 
were able to go back to full physical activity quicker, 
but many of the older group were insurance cases and 
had associated ‘“‘compensation complaints.”’ It might 
be significant that one of the patients, 18 months after 
splenectomy, won a strenuous world skiing competi- 
tion. 

In 6 cases polyglobulism as well as an increase of 
hemoglobin was noted. It is of interest that in none of 
the 19 patients who had platelet counts 13 days to 2 
years after splenectomy was thrombocytosis ob- 
served. The average count was 204,000/mm. No 
thromboembolic complications were mentioned. 

—Karel B. Absolon, M.D. 


MISCELLANEOUS 


Abdominal Tumors of the Sympathetic Nervous Sys- 
tem (I tumori addominali della linea nervosa del 
simpatico). G. CARAFFA. Arch. ital. chir., 1959, 84: 251. 

AFTER A REVIEW of the embryology, terminology, 
classification, age incidence, location, pathogenesis, 
pathologic anatomy, symptomatology, diagnosis, dif- 
ferential diagnosis, treatment, and prognosis of ab- 
dominal tumors of the sympathetic nervous system, 
the author reports in detail 4 personally observed 
cases, including 1 male and 3 females. The first case 
was in a male infant of 15 months with gastrointestinal 
symptoms and a palpable mass in the upper right 
quadrant of the abdomen. At operation a tumor was 
found in the right renal space. The tumor and right 
kidney were removed. The tumor was a neuro- 
blastoma. The patient made a good postoperative 
recovery. Postoperative roentgen therapy was ad- 
ministered. At 4 years of age the child was in good 
health. 

The second case was observed in a woman of 21 
years, suffering from severe pains in the left side. At 
operation a tumor the size of a fetal head was found 
above and mesial to the left kidney. The tumor and 
left kidney were removed. It was difficult to ascertain 
the site of origin of the tumor, which was a pre- 
dominantly sympathicoblastic neuroma. The post- 
operative course was normal and followed by several 
cycles of roentgentherapy. The patient remained well 
for about one year, after which swellings were observed 
in the lymph glands in the left supraclavicular region 
and in other lymphatic sites. Histologic examination 
of the swellings showed them to be metastases. Eight- 
een months after the operation the patient was in a 
serious condition. 

In the third case a retroperitoneal tumor in a 
woman of 20 years was found to be inoperable but 
several cycles of roentgentherapy were administered. 
The tumor continued to increase for the next 3 years, 
involving almost the entire right quadrant. Severe 


pain in the right flank became worse and spasmodic, 
radiating to the back and the right leg. At operation a 
large whitish mass was adherent to the spine and 
there was severe dislocation of the viscera. The tumor, 
right kidney, and adrenal were removed. Histologic 
examination revealed a ganglioneuroblastoma. The 
patient did well for some months after which the pain 
grew worse and finally paraplegia and urinary and 
fecal incontinence developed. The patient died 5 
months after operation. 

The fourth patient was a woman of 23 years, who 
had noted the presence of a tumor in the right meso- 
gastrium 3 months before admission. The tumor was 
not painful, but gradually increased in size. When the 
patient was admitted to the hospital, the tumor was 
the size of an orange. It was located 2 cm. to the right 
of the umbilicus and was of oval shape and hard, 
elastic consistency. It was fixed and not movable with 
respiration. The tumor was easily removed and 
histologic examination revealed a predominantly 
sympathogonic neuroblastoma. 

Tumors of the sympathetic nervous system, com- 
posed of elements of varying degrees of differentiation 
from the sympathogonium to the adult nerve cell, 
may be divided into three histologic groups, namely, 
ganglioneuroma, neuroblastoma, and ganglioneuro- 
blastoma, the histologic features of which are enu- 
merated.The classification corresponds fundamentally 
to the clinical classification of benign, malignant, and 
variable forms. It has been demonstrated that neuro- 
blastoma may be transformed into a more highly 
differentiated tumor or retrogress either spontane- 
ously or after treatment. In the juvenile forms the 
tumor may be congenital or caused by degeneration 
of mature elements. Retrogression of tumors of the 
former type is related to physiologic inhibition of 
growth processes occurring at a certain stage of de- 
velopment. The abdominal sympathetic nerve tumors 
usually originate in the sympathetic chain of the 
adrenal medulla and paraganglia. As for clinical 
manifestations, those of ganglioneuroma are mostly 
local due to displacement and compression of the 
viscera. The symptoms are much like those of other 
retroperitoneal tumors. In the case of neuroblastoma 
and ganglioneuroblastoma, there are not only local 
but also general symptoms, as well as those associated 
with early metastases to the liver, bones, and sub- 
cutaneous regions. Diagnostic methods include roent- 
genograms of the digestive apparatus, cholangiog- 
raphy, ascending and descending pyelography, 
retropneumoperitoneum, and aortography. Treat- 
ment for the mature forms is essentially surgical. In 
ganglioneuroblastoma and neuroblastoma surgery and 
roentgen therapy are indicated, but for multiple 
metastases only medical treatment is possible and 
includes administration of phosphorus, nitrogen 
mustard, and antifolics. —Edith Schanche Moore. 
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Clinical and Pathologic Significance of Anaplasia 
(Atypical Hyperplasia) of the Cervix Uteri. Don- 
at>D G. MoKay, Bepros TEeRjANIAN, Dasni Pos- 
CHYACHINDA, Paut A. YounGE, and Artuur T. HER- 
Tic. Obst. Gyn., 1959, 13: 2. 


BETWEEN THE YEARS 1945 and 1954 there were 243 
cases of anaplasia of the cervix at the Free Hospital for 
Women, Brookline, Massachusetts. This represents 
1.2 per cent of all the cervices examined pathologi- 
cally. The average age was 34.9 years, which is 3 
years younger than the average age of patients with 
carcinoma in situ and 13 years younger than that of 
patients with invasive carcinoma of the cervix. ‘The 
clinical outcome was traced in 129 of these patients 
on whom adequate follow-up data were available. 

In 20.2 per cent of the cases anaplasia disappeared; 
i.e., it was not found in the hysterectomy specimen or 
in smears and biopsies taken in 1957. In 3.8 per cent 
anaplasia progressed to carcinoma in situ (4 cases) or 
invasive carcinoma (1 case). In 32.5 per cent ana- 
plasia was associated with a coexistent carcinoma in 
situ (37 cases) or invasive carcinoma (5 cases). 
Seventeen per cent of these were found incidentally 
in the hysterectomy specimen which was removed for 
reasons other than neoplasm of the cervix. Anaplasia 
persisted in 26.4 per cent of the cases; i.e., it was 
found in the hysterectomy specimen or cone specimen 
on an average of 6 months after the initial biopsy. 

The results of exfoliative cytologic examinations of 
67 patients with anaplasia alone were positive at some 
time during the period of study in 52.3 per cent, 
suspicious in 14.9 per cent, and negative in 32.8 per 
cent. When 4 or more smears were taken over a 
period of 19 or more months the smears were 85 to 100 
per cent accurate in detecting this lesion. Ten were 
primarily diagnosed by exfoliative cytology, 19 were 
simultaneously discovered by smear and biopsy, and 
38 were intially detected by biopsy. Cervical aspira- 
tions were slightly more sensitive in detecting ana- 
plasia than were vaginal smears. 

—Alan Rubin, M.D. 


A Case of Ossification of the Uterine Endocervix (A 
propos d’un cas d’ossification de l’endocol utérin). P. 
Houtné, J. P. Kerneis, G. Micon, and A. GorDEEFF. 
C. rend. Soc. fr. gyn., 1958, 28: 467. 


THE PATIENT, a 37 year old female, complained of 
menstrual disturbances which dated back 2 years. 
She had undergone, 11 years previously, right ova- 
riectomy; 9 years previously she had suffered a 2 
month’s abortion followed by a curettage; 7 years 
previously a normal child was delivered, and 5 years 
previously there was a second abortion of a 2.5 
month’s pregnancy, again followed by a curettage. 
Phis last curettement had evidently been incomplete, 
since the patient discharged some fetal debris some 
days later. At present she was complaining of masto- 
uynia and hypomenorrhea. 





At the examination of the patient numerous small 
granular masses were encountered in both breasts 
(Reclus’ disease). ‘The uterus was slightly enlarged, 
but was regularly formed, mobile, and not painful. 
The cul-de-sac on the left side was tender to palpation. 

The cannula of Novack brought to light from the 
uterine cavity a considerable amount of debris of 
mucoid character but containing material of quite 
firm consistency, like that of bone. 

The histologic examination by Kerneis confirmed 
this clinical impression; the firm masses consisted of 
metaplastic ossification of the histiocytic chorion of 
the endocervical mucosa. 

A complete curettage of the uterine cavity 2 weeks 
later did not show any further evidence of ossifying 
processes; however it did show the endometrium to 
be in the phase of the twenty-fifth day of the menstrual 
cycle (persistence of the estrogen phase). 

Hormone therapy with gonadotropes re-established 
the menstrual cycles and, a year later, the genital ex- 
amination was entirely negative. 

The authors suggest the following pathogenesis: A 
fetal contribution of calcium formed the “building 
stones.” The persistence of the estrogen phase of the 
menstrual cycle furnished the hormone which favored 
the action of the phosphatase and rendered possible 
the calcifying mutation of the histiocytes. The histio- 
cytes, in turn, after calcification, thus enclosing them- 
selves in the process, underwent a process of meta- 
plasia, thereby becoming osteoblasts and completing 
the process of bone-making. 

This is the twenty-fifth instance reported in the 
literature of ossifying processes developing in the 
uterus and the fourth case in which the ossification 
occurred in the endocervix. 

In the discussion Travlos, from Greece, tells of two 
instances of ossification of the endometrium in the 
past few years at Athens. 

— John W. Brennan, M.D. 


Vaginal Hysterectomy in the Geriatric Patient. 
Lowe. R. Smitn and Joseph Hype Pratt. Obst. 
Gyn., 1959, 13: 84. 

From A stupy of 324 patients 61 years of age or older, 
who had undergone vaginal hysterectomies performed 
by one surgeon at the Mayo Clinic in the years 1945 
through 1957, it seems evident that vaginal hysterec- 
tomy with or without repair can be done speedily 
with an average, low blood loss that requires few 
transfusions. There are few prolonged hospitaliza- 
tions and the risk is minimal. 

Postoperative complications are chiefly urinary in 
nature with cystitis and retention causing the greatest 
trouble. The incidence of upper respiratory infections 
is very low. Phlebitis was encountered in 1.9 per cent 
of the patients and serious postoperative bleeding 
requiring packing, sutures, or transfusions occurred 
in 1.2 per cent. 

The operation is well tolerated by the older patient 
and is adaptable enough that its use is recommended 
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whenever the condition is one that can be alleviated 
by a vaginal approach or when the patient’s comfort 
or activities can be increased by the relief of a pelvic 
problem. — John R. Wolff, M.D. 


The Use of Radical Surgery in the Treatment of Car- 
cinoma of the Cervix in a Small Hospital. Gray H. 
Twomps ty. Am. 7. Roentg., 1959, 81: 115. 


IN THIS ARTICLE, Twombly reports the results in a 
personal series of cases in which operation was done 
for cancer of the cervix by means of radical hysterec- 
tomy of the Wertheim type or by a more extensive 
procedure when indicated. He points out very clearly 
that this must inevitably be a selective group and not, 
therefore, comparable with unselected series treated 
by radiation. 

In his Wertheim series there were 122 patients with 
one postoperative death and 5 ureteral fistulas. Of 
this group 58 had been operated on 5 or more years 
before the review and 38 (64.5 per cent) were living 
and well. Subdivided into stage 1 and stage 2, the 
cases showed survival in 92 per cent for the first group 
and in 53.3 per cent for the latter. Of the 58 patients, 
3 of 11 with positive nodes were living and well. 

Thirty patients had exploratory operations with the 
possibility of exenteration in mind and in 19 it was 
carried out because of apparent curability on gross 
examination. Six of these 19 patients are living and 
well, 2 for more than 5 years. 

In the discussion of urinary tract complications of 
the Wertheim operation it is clearly pointed out that 
end-to-end anastomosis of the ureter after transection 
during this type of radical operation will fail. How- 
ever, transplantation of the ureter into the bladder is 
also considered an unsatisfactory procedure, and 
nephrectomy is stated to be the management of choice 
for ureterovaginal fistula. 


— Howard Ulfelder, M.D. 


Cancer of the Cervical Stump (Il cancro del moncone 
cervicale). F. D1 Re and R. Branco. Tumori, Milano, 
1958, 44: 497. 


THE AUTHORS reviewed their clinical material for 
cancers of the cervical stump. Five hundred and four 
patients had subtotal hysterectomies during a 10 year 
period. Of these, 207 were observed 5 years after the 
operation and 2 stump cancers were found (0.7 per 
cent). Of the 4,493 cases of cancer observed during a 
28 year period, 125 involved the residual stump (2.7 
per cent). Twenty-one of the 125 stump cancers (16.8 
per cent) were stage I, 37 (29.6 per cent) stage II, 58 
(46.4) stage III, and 9 (7.2 per cent) stage IV. The 


TABLE I.—PERIOD OF TIME BETWEEN OPERATION 
AND DIAGNOSIS OF CANCER OF STUMP 








No. 
Age, of pa- Interval 
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41-50 54 6 6 5 8 6 65 7 4 1 
51-60 40 1 1 S 2 4  @294 2 1 
61-70 7 1 1 i 2 1 1 
>70 3 1 2 
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diagnostic methods used were: cytology, colposcopy, 
colpomicroscopy, the Schiller test, biopsy, and cervi- 
cal curettage. 

The age of the patients varied from 28 to 78 years; 
54 patients were between 40 and 50 (43.2 per cent). 
The period of latency between subtotal hysterectomy 
and the diagnosis of cancer can be observed in Table 
I. In 42 of these patients (33.2 per cent), the cancer 
occurred in the first 2 years following the subtotal 
hysterectomy (coexistent cancer), in 28 (22.4 per 
cent) between 2 and 5 years, and in 55 (44.4 per cent) 
after 5 years. Thirteen of the 42 patients were in- 
operable 6 months after the subtotal hysterectomy 
(true cancer). 

Of the 42 patients in whom cancer appeared within 
2 years of operation, 8 were nulliparas and 34 multip- 
aras; of the remainder, 21 were nulliparas and 64 
multiparas. In the control observations, it was in- 
teresting that 10 of the 29 nulliparas had left parame- 
tritis and 8 had bilateral parametritis. Of the 96 
multiparas 24 had left parametritis and 23 bilateral 
parametritis. 

The indications for subtotal hysterectomy were as 
follows: fibromyoma in 82 cases, metrorrhagia in 12, 
adenocarcinoma in 1, ovarian disorders in 3, abortus 
artificialis in 1, diagnostic errors in 1, and unde- 
termined cause in 25 cases. Radium, roentgen rays, 
and radioactive gold (Au'’) were used as secondary 
treatments. The average dose of radium administered 
was 6,600 to 7,200 milligram hours, of x-ray 18,000 
to 20,000 roentgens, and of gold 20 to 50 me. Six 
rectovaginal fistulas, 4 vesicovaginal fistulas, 1 vesi- 
corectovaginal fistula, 2 cases of rectal stenosis, 1 of 
vaginal stenosis, and 7 cases of cystitis or proctitis 
were observed during the treatment. 

The authors state that in the first stage the treat- 
ment of choice is surgery combined with irradiation, 
whereas in the second and third stage only irradia- 
tion can produce good results. 

The total 5 year survival rate was 34.9 per cent, 
but there is a remarkable difference between co- 
existent and true cancers (5 year survivals of 23.3 and 
41.5 per cent respectively). The authors conclude that 
in view of the complications, the surgical procedure 
of choice is that of total hysterectomy in those cases 
unfit for a more conservative operation, such as 
myomectomy and defundation. 

—George Sillo, M.D. 


Long-Delayed Cancer of the Cervical Stump. Review 
of the Literature and Presentation of 2 Cases. Hucu 
GeorcE BELL. Am. 7. Surg., 1959, 97: 54. 


THE PATIENT unfortunate enough to have cancer of 
the cervical stump is further injured when there is 
delay in applying curative or arresting measures. In 
27 per cent of the cases the delay is the fault of the 
physician who first saw the patient but failed to 
examine her properly. The patient alone is responsible 
for the delay in 23 per cent of the cases. 

Whenever a surgeon proposes to perform an ab- 
dominal hysterectomy, the complete operation 
should be the overwhelming choice. The various ad- 
junctive measures, such as better anesthesia, blood re- 
placement, chemotherapy, and antibiotics make the 
flimsy excuses about “‘curtailing the surgery to shorten 
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operating time” sound very hollow. If the surgeon 
believes that in his hands the total operation is more 
hazardous for the patient than the supravaginal 
procedure, he is fully justified in utilizing the latter 
procedure. This will be an infrequent experience in 
the hands of most surgeons. Admittedly, in the face of 
extensive endometriosis, exceedingly large intraliga- 
mentous growths, and a necrotic uterus with peri- 
tonitis, most surgeons will settle for the lesser pro- 
cedure and the patient’s life. However, the retained 
cervix should not be forgotten after the operation; it 
should receive periodic examination for the rest of the 
patient’s life. 

Treatment for carcinoma of the retained stump is 
difficult and not without its drawbacks. Surgical 
therapy is technically difficult. Radiation therapy is 
more generally accepted but is not an innocuous 
procedure. The author presents 2 cases to indicate 
how he utilizes these modalities. 

—Ely Elliott Lazarus, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Gynandroblastoma of the Ovary: Review and Report 
of a Case. Orro R. Emic, Artuur T. Hertic, and 
F. J. Rowe. Obst. Gyn., 1959, 13: 135. 


THE TERM GYNANDROBLASTOMA was originated by 
Robert Meyer to describe an ovarian tumor composed 
of mixed elements resembling both granulosa cell 
tumor and arrhenoblastoma. Such a tumor, if func- 
tional, might be capable of producing a paradoxical 
clinical combination of masculinizing and feminizing 
effects. To date, most classifications of ovarian neo- 
plasms either omit or question the existence of gy- 
nandroblastomas because the few reported cases have 
been difficult to evaluate. Of the 39 recorded cases, 31 
have been rejected by critical review as not satisfying 
both clinical and morphologic criteria. 

Complex hormonal manifestations are difficult to 
evaluate. While uterine hypertrophy and meno- 
metrorrhagia are acceptable proof of estrogenic ac- 
tivity, supposed masculinizing effects are often not 
clear cut. A masculine habitus may reflect a familial 
or constitutional tendency that is not affected by the 
endocrine glands. Amenorrhea can be due to a va- 
riety of causes. Secondary beard growth, clitoral hy- 
pertrophy, voice changes, and hair thinning are more 
reliable indications of excess testosterone production. 
The problem is further complicated when it is con- 
sidered that hormones may have a bisexual effect and 
that arrhenoblastomas, under certain circumstances, 
produce estrogen. It would seem that a diagnosis of 
gynandroblastoma on the basis of clinical findings 
alone is not justified. 

The histologic identification of this tumor depends 
on an examination of its more mature segments be- 
cause the anlage of both granulosa cell tumors and 
arrhenoblastomas may appear identical. Features 
which aid identification are as follows: arrhenoblasto- 
mas tend to be arranged in cylindrical cords composed 
of two layers of cells lying with their long axis per- 
pendicular to the long axis of the cord. In some sec- 
tions, a true lumen is seen. The trabeculae of granu- 
losa cell tumors contain an irregular arrangement of 
cells, usually several layers thick. There are no true 
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lumina but only vacuoles. The interstitial cells of 
Leydig of the arrhenoblastoma may be differentiated 
from luteinized cells of the granulosa-theca cell tumor 
by the fact that they are smaller, more distinct, tend to 
form islands or masses, and contain cytoplasmic pig- 
mented granules. The over-all pattern of the arrheno- 
blastoma is irregular, while that of the granulosa cell 
tumor is more generally smooth. A less constant find- 
ing in arrhenoblastoma is a cleft-like structure lined 
with bare connective tissue and epithelium. 

With these: considerations in mind, the authors 
present a case which seems to fulfill both clinical and 
histologic criteria for a gynandroblastoma. The mas- 
culinizing effects noted were a secondary beard 
growth and clitoral hypertrophy. Endometrial hyper- 
plasia and uterine enlargement were present. In the 
ovarian tumor, all of the morphologic criteria except 
cleft formation were present. Hormonal assays could 
not be diagnostic, but low 17 ketosteroids and 17 hy- 
droxycorticoids indicated that there was no pituitary 
or adrenal lesion responsible for the masculinization. 

The histogenesis is discussed. It is postulated that 
these tumors might well arise from undifferentiated 
gonadal mesenchyme which is capable of developing 
into either ovarian or testicular tissue. ‘This compound 
tumor may be pointing to a common denominator 
which will clarify the histogenesis of both granulosa 
cell tumor and arrhenoblastoma. 

—Lester T. Hibbard, M.D. 


First 5 Year Results of Routine Intraperitoneal Col- 
loidal Radiogold Treatment of Ovarian Cancer 
(Erste Fuenfjahresergebnisse der routinemassigen, 
obligaten, intraperitonealen Behandlung des Ovari- 
alkarzinoms mit kolloidalem Radiogold). J. H. Mi1- 
LER. Wien. med. Wschr., 1959, 109: 20. 


THE AUTHOR introduced the intraperitoneal or intra- 
pleural application of radioactive isotopes in colloidal 
suspension in 1945. This treatment meanwhile has 
proved its palliative value all over the world, especial- 
ly in cases of diffuse carcinosis of the serous mem- 
branes. The author started the routine postoperative 
administration of colloidal Au’ in ovarian cancer in 
1949 and had treated 51 nonselected patients 5 years 
prior to the date of this address (United Nations Con- 
ference for the Peaceful Use of Atomic Energy, 
Geneva, 1958). 

In autopsy material he was able to show with 
autoradiograms and his neutron activation analysis 
that the following amounts of beta radiation are ob- 
tained when 150 mc. of Au! have been fully utilized: 
4,000 rads for the peritoneal serosa, 6,000 rads for the 
omentum, a median value of 7,000 rads (probably 
with a much higher maximum) for retroperitoneal 
and mesenteric lymph nodes, and only 70 to 250 rads 
for liver and spleen and 30 rads to the kidneys. In the 
abdomen 750 rads from penetrating gamma radia- 
tion must be added. This “paraselective”’ distribution 
of radioactive substance follows the predominantly 
lymphatic spread of cancer cells so closely that good 
results should be anticipated as long as larger tumor 
masses are not present which the short beta radiation 
would be incapable of penetrating. 

For the application of the agent a narrow trochar 
and polyethylene catheters are used. Hydroperi- 
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toneum is produced by bringing the total fluid volume 
injected up to 300 to 400 ml. by the addition of normal 
saline. Most patients also receive 4,000 roentgens of 
deep x-ray therapy to the pelvic abdomen and 1,000 
to 2,000 roentgens to the epigastrium in addition to 
1,800 milligram hours of radium by vaginal applica- 
tion. External radiation starts the treatment plan for 
1 to 3 weeks, and radiogold is then added with a 
maximum of 150 mc. at a time when postoperative 
complications and radiation sickness are past. A 
second or even third application may follow 4 to 6 
weeks later (in stages IIL and [V). The maximum 
amount of radiogold administered in a few instances 
was 800 mc. 

The results are classified according to four stages 
defined by the author, the third of which includes all 
cases with abdominal spread and nodes not exceeding 
2.5 cm. in diameter. Of 10 patients with stage I car- 
cinoma (unilateral, completely operable), 100 per 
cent survived. Of 13 patients with stage II carcinoma, 
70 per cent survived, and of 10 patients with stage III, 
40 per cent. There were no 5 year survivals among the 
18 patients with stage IV (only partial resectability 
of the tumor) and the total survival of all patients so 
treated was 45 per cent. Even in the group with the 
most advanced lesions palliation up to 4 years was 
frequently achieved. No deaths were attributed to 
colloidal gold therapy. The author proudly claims a 
twofold increase in survival from ovarian cancer 
since the institution of this method. 

—W. Dieter Bergman, M.D. 


MISCELLANEOUS 


A Contribution on a Hemolytic Syndrome Caused by 
the Ingestion of Poisonous Substances for the Pur- 
pose of Abortion (Ulteriore contributo clinico alle 
sindromi emolitiche da ingestione di sostanze tossiche 
a scopo abortivo). C. BELVEpERI and L. BARTOLOTTI. 
Riv. ital. gin. 1959, 42: 3. 


THE AUTHORS report 9 cases of women in whom, fol- 
lowing apparently self-induced abortions in various 
stages of pregnancy, a syndrome developed that was 
characterized by vaginal bleeding, low grade fever, 
anuria, hemolytic phenomena, icterus, and azotemia. 
Curettage and emptying of the uterus was done in all 
the patients and various forms of supportive therapy 
carried out. One patient survived but the others died 
after varying lengths of time, chiefly from azotemia. 
The authors discuss the various factors which might 
cause a syndrome such as this. They conclude that the 
most likely explanation of this syndrome in its clinical 
evolution would be the ingestion of a poison by the 
patient in an attempt to produce an interruption of 
her pregnancy. Although they produced no toxicol- 
ogic proof or self-incriminating evidence from the pa- 
tients, they believe that only in this manner can the 
syndrome be explained. So far as poisons are con- 
cerned, they suggest that one of the mushroom fam- 
ily, a snake venom, a purgative, or any of a variety of 
poisons might have been employed. They considered 
but rejected the possibility of the difficulty being due 
to a bacterial endotoxin. — Nicholas Wetzel, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


A New Cytohormonal Test for the Diagnosis of 
Threatened Abortion or Retained Dead Fetus, 
Based upon Vaginal Smears Following Sublingual 
Administration of Methylestrenolone, Orgasteron 
(Un nouveau test cytohormonal permettant le diag- 
nostic de menace d’avortement irréversible ou de ré- 
tention d’oeuf mort, sur frottis vaginal, aprés admini- 
stration perlinguale de méthyloestrénolone, Orga- 
steron). F. PEETERs, M. VAN Roy, and J. P. PuNDEL. 
Bull. Soc. Roy belg. gyn. obst., 1959, 29: 42. 


THE TEsT to be described evolved from study and 
analysis of serial stained vaginal smears from 500 
women with pathologic pregnancies, before and after 
receiving estrogen (neodistilbene) therapy. Each case 
was verified by history and clinical signs, pathologic 
vaginal smear before estrogen therapy, and positive 
frog test for pregnancy. After a 4 days’ course of 
neodistilbene therapy, 2 patterns of vaginal smears 
were noted. (1) The initially abnormal smears showed 
loss of eosinophils and took on a more or less gravid 
appearance, suggesting that pregnancy was likely to 
go on to term, or (2) undiminished or increased 
numbers of eosinophils indicated either inadequate 
test dose of estrogen or loss of pregnancy. Thus, if the 
estrogenic response was manifested by reversion toward 
normality or the converse (except in unrelated patho- 
logic conditions such as trichomoniasis, bacterial 
infection, etc.) it was a helpful diagnostic guide to the 
fate of the pregnancy. 

On the basis of the foregoing studies investigations 
were undertaken in women with threatened abortion 
after 3 days’ sublingual administration of five (5 
mgm.) tablets daily of orgasteron. Of 50 patients 
studied, 43 had normal full term pregnancy and nor- 
mal babies, whereas 7 aborted. The latter all showed 
an abnormal vaginal cellular pattern. 

The therapeutic response to orgasteron manifested 
by vaginal smears is either (1) complete disappear- 
ance of abnormal symptoms, and the presence of 
signs correlated with vaginal smears normal for orga- 
steron treated pregnancy, or (2) loss of the fetus, and 
a vaginal smear characteristic of abnormal, pale, 
vacuolated cells interspersed with eosinophils and 
many leucocytes. 

The vaginal smear, the authors state, is a simple, 
economical, sensitive index to the state and fate of 
pathologic pregnancy and results of its management, 
with little chance for error if pathologic states unre- 
lated to the pregnancy per se are recognized for what 
they are. — Edwin 7. Pulaski, M.D. 


Regional Anesthesia in Obstetrics. B. J. HANLEY and 
J. V. McNutty,. Am. 7. Obst., 1959, 77: 853. 


It Is ESTIMATED that approximately half the deliveries 
in the United States are performed under some form 
of regional anesthesia. In view of the many prejudices 
which have existed in the past against this form of 
anesthetic agent for use during delivery, and in view 
of its common use in present day obstetrics, the sub- 
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ject should be re-evaluated. The authors studied all 
the cases from. St. Vincent’s Hospital, Los Angeles, 
California, from 1947 to 1957 and found that there 
was a marked increase—from 40 per cent to 96 per 
cent—in the use of regional anesthetic agents for de- 
livery. These findings were enhanced by the fact that 
they were able to obtain‘a team of anesthetists who 
administered the agent and maintained anesthesia. 
Interestingly enough, and in contrast to most expe- 
rience, there has been an increase in the use of caudal 
anesthesia. Techniques used in the hospital are stand- 
ard and are described in detail. There was a total of 
14,584 deliveries performed under regional anes- 
thesia. The authors state that there was no maternal 
mortality associated with the anesthetic agent; how- 
ever, they fail to state whether or not there was a 
maternal death and, if so, under what circumstances. 
The only untoward effects were hypertension and a 
postspinal headache incidence of 8 to 12 per cent. 
Results insofar as the fetus was concerned were not 
presented. The authors appeal for a wider use of 
regional anesthesia in obstetrics. 
— james F. Donnelly, M.D. 


Oblique and Transverse Fetal Lie. E. C. Woop and 
F. M. C. Forster. 7. Obst. Gyn. Brit. Empire, 1959, 
66: 75. 


THIS STATISTICAL sTUDY of 174 consecutive cases of 
oblique and transverse lie emphasizes certain critical 
features of management in the antepartum and 
intrapartum periods. 

If transverse lie is diagnosed before labor, external 
version and vaginal examination should be deferred 
until placenta previa is ruled out. If placentography 
is not available, vaginal examination should be de- 
ferred until after the thirty-seventh week and then 
should be performed under a double setup. If external 
version is performed and is successful, no attempt 
should be made to stabilize the fetal pole by artificial 
rupture of the membranes. The danger of recurrence 
of transverse lie, prolapsed cord, and fetal death is 
great. 

If transverse lie is diagnosed during labor and the 
cervix is not fully dilated, cesarean section is man- 
datory. Exceptions to this rule include a dead, grossly 
malformed, or immature fetus. 

—M. Leon Tancer, M.D. 


Injuries to the Pregnant Uterus (Les plaier de l’utérus 
— E. Houvet, R. Gares, and F. MEsNarp. 
v. fr. gyn. obst., 1959, 54: 7. 


THE AUTHORS have reviewed the world literature 
since 1905 and present 38 reported cases of injury to 
the pregnant uterus. They considered the means of 
the production of the injury (shell fragment, bullet, 
knife, cow’s horn), the duration of the pregnancy, 
the character of the lesion produced, the manage- 
ment, operative intervention, and results to mother 
and baby. They note that injuries to the pregnant 
uterus are not the most serious of abdominal visceral 
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injuries. The uterus in advanced pregnancy often 
plays a protective role by displacing other major 
viscera. The management of the injured uterus will 
vary with the nature of the injury and the duration 
of the pregnancy. Simple suturing may suffice or 
delivery by cesarean section may be advisable in near 
term pregnancy. Hysterotomy is most often necessi- 
tated in the localization and recovery of an intrau- 
terine missile or in case of an injury to the placenta. 
—Donald R. Dye, M.D. 


Abdominal Pregnancy; Early Diagnosis and Delivery 
of a Surviving Infant, Report of a Case, WILLIAM 
B. StrommMe, SHELDON C. REeEpD, and E. WILLIAM 
Haywa. Obst. Gyn., 1959, 13: 109. 


A case of abdominal pregnancy with survival of 
mother and infant is reported. Diagnosis was made at 
6 months’ gestation. Surgery was intentionally post- 
poned until the fetus was viable. Intraplacental 
bleeding at cesarean section presented a problem that 
was successfully treated by partial resection of the 
placenta. 

It is proposed that, when recognition is made after 
adequate placentation has been achieved, surgery 
may be cautiously deferred, without thereby increas- 
ing the maternal risk, in the interests of obtaining a 
living infant. —Alan Rubin, M.D. 


Some Observations on the Placental Factor in Tox- 
emia of Pregnancy. T N. A. JerFcoaTeE and J. S. 
Scort. Am. J. Obst., 1959, 77: 475. 


MUCH CIRCUMSTANTIAL EVIDENCE suggests that toxemia 
of late pregnancy is in some way associated with pla- 
cental function or dysfunction. Theories implicating 
the placenta as the cause of toxemia began to be de- 
veloped about the beginning of this century. The 
evidence in favor of an important placental basis for 
toxemia is overwhelming. The most important single 
consideration is that pre-eclampsia and eclampsia 
never occur except in association with pregnancy. 
Moreover, the secundines appear to be more important 
than the fetus itself, because toxemia occurs in the 
condition of hydatidiform mole, in which the chorion is 
active but the fetus usually absent. 

The vital role played by the placenta is questioned 
on two grounds only: (1) the occurrence of eclampsia 
postpartum, and (2) the view that overdistention or 
rapid distention of the uterine wall in itself predisposes 
to toxemia. 

Hydramnios per se is not associated with an in- 
creased incidence of toxemia and, in the reported 
series which suggest the contrary, the explanation is 
the inclusion of causal conditions such as twins, 
diabetes, and hydrops fetalis which in themselves may 
favor toxemia. 

It is unlikely that the toxemia which accompanies 
hydrops fetalis is in any way related to the transfer of 
fetal blood or of its breakdown products across the 
placenta. 

The close similarity between hydatidiform mole and 
hydrops fetalis is not limited to chorionic structure and 
function. The macroscopic appearance of the placenta 
and the frequent occurrence of uterine hemorrhage in 
the two conditions suggest that they have something in 
common. The maternal reactions in each case run 


parallel. With hydatidiform mole the chances of de. 
velopment of toxemia are 8 times as many as in 
normal pregnancy; with hydrops fetalis the risk is 
increased 10 times. 

The evidence so far presented shows that, in certain 
cases of pregnancy toxemia, the placenta is overactive 
as judged by size, histologic appearance, and gona- 
dotropin production. It has to be emphasized 
however, that in many cases of toxemia the placenta 
does not show any sign of overactivity. On the con- 
trary, it is small, often infarcted, and shows his- 
tologic evidence of excessive trophoblastic degenera- 
tion. This state of what might be termed “hypopla- 
centosis” may be so severe as to cause the death of 
the fetus. 

The placenta is a highly complex, compound organ 
and its pathologic processes may sometimes reflect the 
cause of toxemia and sometimes the result. 

— jack R. Wolff, M.D. 


Placenta Previa: The Role of Conservative Manage- 
ment in a Controlled Study. JAmes P. SEMMENs. 
Am, J. Obst., 1959, 77: 63. 


A stupy of 166 cases of placenta previa occurring over 
a 41 months’ period at the United States Naval Hos- 
pital, Portsmouth, Virginia, was reported in detail. 
During the period of the study there were 18,408 de- 
liveries, with an incidence of placenta previa slightly 
less than one per cent. The relationship of placenta 
previa to age and parity is not clear in this series. The 
average age of the patients with placenta previa was 
24 years, and 78 per cent of the patients were multi- 
paras. Fifty-three per cent of the patients had bleed- 
ing prior to the thirty-seventh week. The incidence of 
transverse presentation was 35 times higher than the 
normally expected incidence and the breech presenta- 
tion was three times higher than expected. There were 
an undue number of brow and posterior vertex posi- 
tions as well. Since approximately one-third of the 
patients in the series were admitted to the hospital 
with vaginal bleeding at a time when the expected 
mortality from prematurity would approach 100 per 
cent, conservative management seemed to be a life- 
saving procedure. 

The management of these patients was divided into 
four phases and discussed in detail. The first phase was 
that rendered in the home. Immediate hospitalization 
by ambulance was the most important portion of this 
treatment. No rectal or vaginal examination and no 
vaginal packing are indicated even though the patient 
is bleeding actively. The second phase concerns the 
procedures carried out on admission. Careful abdom- 
inal examination should be carried out, any rigidity or 
localized tenderness of the uterus being noted. Disten- 
tion of the abdomen and the presentation of the fetus 
are determined. The patient is placed in bed and ob- 
served. Typing and crossmatching is performed along 
with the usual laboratory studies. Intravenous fluids 
are started and oral feedings are avoided. Fibrinogen 
levels are obtained if abruptio placentae is suspected 
and smears are made from the vaginal secretions if 
vasa previa is a possibility. The third phase of treat- 
ment concerns the disposition of the patients, who are 
divided into two categories: (1) those who continue to 
bleed or who threaten to go into shock, who are 
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further diagnosed by means of a sterile pelvic exam- 
ination and delivered by the safest and most expedient 
manner; and (2) the patients who stop bleeding, who 
are then diagnosed by means of placentography and 
if bleeding remains under control are referred home. 
The fourth phase of the management concerns de- 
livery. This depends largely on the pelvic findings. In 
the event of a long-closed cervix at the time delivery is 
indicated a cesarean section is mandatory. Cesarean 
section is also indicated in the event that the present- 
ing part fails to engage after rupture of the mem- 
branes when vaginal delivery seems possible. How- 
ever, if the cervix is short, soft, and partially dilated, 
and the previa is partial, the membranes may be rup- 
tured and the patient permitted to deliver vaginally. 

The author thinks that placentography is an excel- 
lent method of diagnosing placenta previa and reports 
success in more than 90 per cent of the cases. Thirty- 
four per cent of the patients were delivered spontane- 
ously. Thirty-eight per cent were delivered by hys- 
terectomy. The uncorrected fetal mortality was 15.9 
per cent. Only 22 per cent (32) of the patients were 
adequate subjects for conservative therapy. These 32 
patients gained additional 1,200 hospital days for an 
average of 32 days per patient. This represented a con- 
siderable improvement in the maturity of the infants 
delivered to these women. There was no maternal 
mortality. 

In conclusion, the author believes that bleeding be- 
fore or during labor deserves a concerted effort to 
make a positive diagnosis. Subsequent management of 
the bleeding will depend upon the etiologic factors, in 
addition to other obstetric considerations. The author 
considers bleeding as evidence of labor, particularly if 
it is associated with placenta previa. Cesarean section 
should not be performed for all cases of placenta pre- 
via, particularly cases of so-called low-lying placenta 
and cases of partial previae. 

— James F. Donnelly, M.D. 


Cesarean Section in the Treatment of Placenta 
Previa. Kaicun Smitu. Am. 7. Obst., 1959, 77: 55. 


HisToricALLy the management of placenta previa 
was predicated on maternal survival rather than sur- 
vival of the infant. As a result of this, delivery was ef- 
fected predominantly with a variety of vaginal ma- 
neuvers, and usually with the onset of bleeding. 
The marked improvement in the mortality rates asso- 
ciated with cesarean section has changed this concept. 
The author reviews 99 cases of vaginal bleeding 
considered to be due to placenta previa, and the ma- 
ternal and infant outcome. The 99 cases occurred in a 
5 year period during which there were 13,000 deliver- 
ies, making an incidence of 8 per cent, or 1:132 de- 
liveries. This is an admittedly high figure but it may 
be due to the inclusion of the low-lying placentas 
which accounted for more than half of the cases. The 
exclusion of these would bring the figure nearer to the 
known incidence of placenta previa. The placenta was 
found to be located on the posterior wall in 42 per cent 
of the cases. This constituted not only a dangerous sit- 
uation from the viewpoint of hemorrhage but also 
from that of dystocia and cord compression. 
_Although the general management of placenta pre- 
via at the hospital of the University of Pennsylvania 


OBSTETRICS 371 


was expectant with half the patients being in the hos- 
pital more than 2 days, some patients were delivered, 
even though prematurely, by cesarean section without 
evident indication. Seventy-four per cent of the pa- 
tients were delivered by cesarean section. Maternal 
morbidity was 20 per cent, of which the largest por- 
tion was simple febrile morbidity. There were 10 
cases of postpartum ileus and one wound disruption. 
No maternal deaths occurred. 

The author. states that cesarean section must save 
enough infant lives to justify the increased risk to the 
mothers. The gross total infant mortality was 23 per 
cent. All the infants who died were premature. No in- 
fant weighing more than 2,500 gm. died. Approxi- 
mately half the infants weighed less than 2,500 grams. 
The infant mortality was corrected by excluding the 
infants who were previable and those in whom there 
was no fetal heartbeat detectable prior to delivery. 
The corrected mortality was 11.5 per cent. 

In conclusion, cesarean section appears to offer the 
best infant prognosis, but when possible the infant 
should be at least 36 weeks old, and preferably older, 
prior to the delivery. —jJames F. Donnelly, M.D. 


The Induction of Therapeutic Abortion by Means of 
a Hypertonic Glucose Solution Injected into the 
Amniotic Sac. ALExis BRrosset. Acta obst. gyn. scand., 
$958; 37: SES. 


IN THE Past, therapeutic abortion late in pregnancy 
was generally induced by techniques designed to di- 
late the cervix. At one time anterior vaginal hysterot- 
omy was widely used. This has fallen indo disuse and 
various other methods have been tested. Medical in- 
duction of abortion should be the best method. The 
injection of various drugs into the uterus has frequent- 
ly been used, particularly in Germany, Eastern 
Europe, and Scandinavia. The injections were made 
through the cervix, either following the artificial rup- 
ture of the membranes, or into the space between the 
amniotic sac and the uterine wall. The substance has 
also been injected via the anterior or posterior fornix 
or, occasionally, through the abdominal wall. A 20 to 
40 per cent solution of formalin, various soft soaps, a 
solution of rivanol-sulfonamide, and a 20 to 25 per 
cent dextrose solution were the drugs used. All these 
procedures have advantages and disadvantages, one 
of the most serious disadvantages being the high inci- 
dence of complications associated with them. An ideal 
method for the induction of therapeutic abortion 
should fulfill the following conditions: (1) the method 
of injection must be safe; (2) the drug must be innocu- 
ous, even if it is inadvertently injected outside of the 
uterine cavity; and (3) no infectious material must be 
transferred into the uterus in conjunction with the in- 
jection of the drug. 

A method is described. The patient is placed on the 
operating table. The bladder is emptied. The abdom- 
inal wall is thoroughly cleansed with an antiseptic 
and covered with sterile towels as for laparotomy. 
Under local anesthesia the uterus is punctured 
through the abdominal wall at a point in the midline 
which is approximately halfway between the vertex 
of the uterus and the pubic symphysis. A coarse nee- 
dle about 10 cm. long, fitted with a stilette is used. The 
abdominal wall should preferably be punctured at 
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right angles to the uterine wall. As much as possible of 
the amniotic fluid is aspirated from the uterus. An 
identical or slightly larger quantity of a 50 per cent 
solution of dextrose, to which 500 mgm. of terramycin 
are added, is injected. The patient is allowed to be up 
and about after the procedure. The membranes rup- 
ture or labor commences within some hours of the 
latter. In the majority of cases synthetic oxytocin was 
administered by intravenous glucose drip in order to 
accelerate labor. After another few hours abortion 
occurs. Curettage is then generally carried out in or- 
der to remove either possibly retained placental tissue 
or the decidua which is often found to be remarkably 
thick. 

Therapeutic abortion has been induced by this 
method in 54 patients. These patients were between 
the sixteenth and twenty-second weeks of pregnancy 
at the time of treatment. In all cases the treatment 
was successful. In 51, abortion occurred within some 
hours. The interval between the injection and the 
commencement of labor or rupture of the membranes 
was, on an average, 21 hours, the shortest interval 
being 4 hours and the longest 96 hours. In the remain- 
ing 3 cases missed abortion occurred. The uterus was 
emptied by curettage in 2 of these and in 1 of them an 
anterior vaginal hysterotomy was carried out on the 
sixth day after the treatment because the treatment 
was believed to be unsuccessful. However, the fetus 
was found to be dead and macerated. 

One of the advantages of the method is that no 
harm is done if one fails to puncture the uterus or if the 
injection has not had the desired effect; any one of the 
available methods of induction of therapeutic abor- 
tion can easily be used later. The mechanism causing 
abortion following the injection of a hypertonic glu- 
cose solution into the amniotic sac is not known. One 
fact is that fetal death occurs very soon after the in- 
jection. It is suggested that the method described may 
provide a new line of approach to the study of the 
factors concerned in inducing labor. 

—AHarry Fields, M.D. 


Six Years’ Experience with Mitral Commissurotomy 
During Pregnancy. G. Lestiz Watt, W. G. BicELow, 
and W. F. GrREEenwoop. Am. 7. Obst., 1959, 77: 507. 


In 1953, the authors made a preliminary report of 7 
cases of patients with mitral stenosis treated by com- 
missurotomy during pregnancy. It was then a new 
approach to the treatment. Five years have elapsed 
and the series has grown to 24 with a satisfactory 
follow-up on 21 cases. 

The operation itself has become universally accepted 
as a major step forward in the treatment of certain 
types of mitral stenosis. The indications and contra- 
indications have also become more fully understood. 
The mortality for the last 158 cases to the end of 1957 
was 6.3 per cent. Of those who survived the operation, 
81 per cent were alive at the end of 4 years, whereas, 
of those who did not have the operation, only 60 per 
cent survived the same period. Thus there was a 21 
per cent better survival rate at the end of 4 years in 
the patients who had undergone commissurotomy. 

In the selection of candidates for mitral commis- 
surotomy the following requirements must be met: 

There must be proof of mitral stenosis. 


There must be definite disability due to pulmonary 
congestion. 

There must be absence of other important disease 
of the heart. 

There must be no chronic right heart failure. 

The presence of embolic phenomena constitutes an 
indication for operation. Candidates for commis- 
surotomy fall into classes III and IV of the New York 
Heart Association functional classifications with the 
odd exception of cases in which the operation is per- 
formed because of embolism. 

The 24 cases under study were selected, using the 
principles stated. No pregnant patient was subjected 
to commissurotomy if she did not satisfy these con- 
ditions. The selection was made purely on a basis of 
heart disease, and the operation was performed at the 
stage of pregnancy at which the indications occurred. 
The earliest performed was at 2 months’ pregnancy 
and the latest at 6.5 months. The average age of the 
24 patients was 30 years. 

No pregnant patient died after the operation and 
postoperative surgical complications were minimal. 

In none of the 24 cases was there any sign or symp- 
tom of threatened abortion. From the time of operation 
to the time of delivery, only 1 patient showed no im- 
provement. The story was one of steadily increasing 
exercise tolerance. One patient had a long labor, and 
the fetus, an occiput posterior presentation, had to be 
manually rotated, but she was none the worse, leaving 
the hospital in 7 days. The 1 patient with pre-eclamp- 
sia in the group required no unusual care. Postnatal 
complications were few. One patient had a pulmonary 
embolus on the tenth day. Another patient had what 
was thought to be beginning right heart failure (edema 
and enlargement of the liver) on the fourth post- 
partum day but quickly responded to mercurial 
diuretics. One other patient had an immediate post- 
partum hemorrhage of unknown amount. Two pa- 
tients have become pregnant again, 1 having a normal 
pregnancy and delivery without any further trouble 
referable to her heart. 

There is 1 baby, whose delivery was described as 
precipitate, who showed no signs of distress at birth 
but 6 months later had a definite diagnosis of cerebral 
palsy. He is now 5.5 years old and, though mentally 
normal, does not walk without help. All the other 
children are developing normally for their ages. 

— John R. Wolff, M.D. 


LABOR AND ITS COMPLICATIONS 


Analysis of Neonatal Mortality, with Special Refer- 
ence to the Incidence and Results of Fetal Apnea. 
L. G. Hiceatns. 7. Obst. Gyn. Brit. Empire, 1958, 65: 954. 

Anatysis of the stillbirths and neonatal deaths re- 

corded in 16,586 consecutive deliveries at Woking 

Maternity Hospital, Surrey, England, between 1943 

and 1956 is presented. The conclusion is drawn that 

in mature infants the duration of apnea does not 
appear to have any marked influence upon survival. 

It is also contended that, in the absence of active 
postpartum resuscitation procedures, there is no sig- 
nificant increase in fetal loss and that mature “un- 
damaged” infants will commence to breathe sponta- 

neously. —Alan Rubin, M.D. 
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The Choice Between Death from Postmaturity or 
Prolapsed Cord, and Life from Induction of Labor. 
G. W. THEOBALD. Lancet, Lond., 1959, 1: 59. 

Or 2,734 woMEN who gave birth to 2,793 infants dur- 

ing 1957 at the St. Luke’s Maternity Hospital, Brad- 

ford, England, 24 per cent, or 666, had induced labor. 

Induction consisted of amniotomy performed after 
sedation, and the administration of 2 oz. of castor oil, 
followed 3 hours later by a copious warm enema. All 
of the patients received 10 mgm. of vitamin K orally 
every 8 hours and 500,000 units of penicillin twice 
daily from the time of amniotomy until delivery. For 
patients not in labor on the morning following amnio- 
tomy, an oxytocin drip was usually started. This con- 
sisted of 0.5 to 1.0 unit of oxytocin (pitocin or syn- 
tocinon) added to 540 ml. of 5 per cent glucose in 
distilled water and administered at the rate of 40 
drops a minute (physiologic oxytocin drip). The max- 
imum concentration of oxytocin used was 2 units and 
this was required in only 14 per cent of the patients 
given an oxytocin drip. 

The patients were divided into four groups: 

Group 1: 26 in whom labor was induced before the 
thirty-eighth week for severe pre-eclampsia. 

Group 2: 306 in whom labor was induced between 
the thirty-eighth and fortieth weeks. The most com- 
mon indication for induction in this group was 
hypertension, either by itself or associated with pro- 
teinuria or edema, or with both. 

Group 3: 334 in which the main indication for in- 
duction was postmaturity. Term plus 10 days is the 
indication for induction. 

Group 4: 142 consisting of all the patients who were 
given an oxytocin drip for induction. Of these, 20 re- 
ceived more than one unit, but not more than 2 units, 
of oxytocin by the drip method and half of them failed 
to deliver per vaginam. 

The corrected perinatal mortality of groups 2 and 
3 was 0.5 per cent. The perinatal mortality in the 
postmaturity group was 0.3 per cent, and the only 
infant lost in this group died from atelectasis and was 
not postmature. The incidence of cesarean section in 
groups 2 and 3, which comprised 640 patients, was 
3.3 per cent and of group 3 alone the incidence was 
1.5 per cent. 

The potential perinatal mortality in postmaturity is 
estimated by the author to be around 4 per cent. Be- 
cause of this he stresses the importance and necessity 
of the induction of labor in postmature women. Anti- 
biotics have made the surgical induction of labor 
potentially safe, and the incidence of cord prolapse 
can be minimized by regarding amniotomy as a 
serious surgical operation to be performed by an ex- 
perienced operator only. 

Before the induction of labor for postmaturity, reli- 
able evidence should be available as to the duration 
of pregnancy. —Lawrence Bernard, M.D. 


Synthetic Oxytocin; Comparison of Effect with Al- 
kaloids of Ergot in the Third and Fourth Stages 
of Labor. Evaluation of Its Results in Milk Letdown. 
Rosert H. Stewart and Rosert N. NEtson. Obst. 
Gyn., 1959, 13: 204, 


THE AUTHORs evaluate the use of synthetic oxytocin 
(syntocinon) in the third and fourth stages of labor 
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and for the initiation of milk letdown. It is concluded 
that this agent is efficacious for the maintenance of 
uterine tone and the control of hemorrhage in the 
postpartum period. The blood loss, blood pressure 
changes, and side effects were less observable than 
with other commonly employed drugs. It is the 
authors’ judgment that this preparation is superior to 
ergot alkaloids for these purposes. 

Of particular interest are the observations on milk 
letdown. This phenomenon has previously been 
studied for many years by veterinarians for the prac- 
tical purpose of improving bovine milk production. It 
has been proved that an injection of oxytocin causes a 
prompt ejection of milk from the udder. Conversely, if 
the cow’s supply of oxytocin is inadequate, milk is left 
in the udder. When milk is not completely ejected, 
milk production soon drops. Apparently, suckling or 
milking causes a release of oxytocin from the pituitary 
gland in response to neural impulses. Oxytocin, in 
turn, causes contraction of the myoepithelial elements 
surrounding the mammary alveoli and small ducts, 
forcing milk into the larger ducts where it is available 
for withdrawal. 

A previous study by Newton and Newton would 
seem to indicate that this theory seems to hold for 
lactating women. If this is true, exogenous oxytocin 
might be effective for breast feeding as well as for the 
relief of breast engorgement. 

An experience with 15 nursing and 23 nonnursing 
mothers would seem to substantiate this concept. It 
was found that exogenous oxytocin (2 I.U. syntocinon) 
accomplished the following: 

Milk production was increased by an average of one 
more ounce as judged by the ante cibum and post 
cibum weights. It seems desirable to maintain this 
increase for several days after the patient has gone 
home. For this purpose, an effective nasal spray has 
been developed. It would appear that this form of 
therapy is particularly appropriate for the mothers 
who may be experiencing an inhibition of endogenous 
oxytocin because of fear, pain, or embarrassment. 
Ninety per cent of nonnursing mothers receiving syn- 
thetic oxytocin experienced relief from breast en- 
gorgement and excellent involution. It was thought 
that the oxytocin acted to release milk debris which 
had blocked and distended the alveoli. 

Since the modern mother often leaves the hospital 
before good lactation has been established, this form of 
therapy gives promise of reducing the high incidence 
of subsequent nursing failures. 

—Lester T. Hibbard, M.D. 


Intravenous Pitocin in Induction and Stimulation of 
Labor. Harry Frietps, Joun W. GREENE, JR., and 
Rosert R. FRANKLIN. Obst. Gyn., 1959, 13: 353. 


THE USE OF intravenous pitocin in the induction and 
stimulation of labor was studied in 3,754 or 18.4 per 
cent of the patients delivered during an 8 year period 
at the Hospital of the University of Pennsylvania. 
Gross intrapartum and neonatal fetal mortality was 
0.58 per cent and corrected mortality was 0.18 per 
cent. 

The indications for the use of intravenous pitocin in 
labor fall into 4 categories: (1) elective induction, (2) 
indicated induction, (3) stimulation as early aug- 








mentation, and (4) stimulation in the treatment of 
uterine inertia. 

Contraindications, prerequisites, and hazards in 
the use of intravenous pitocin in labor are enumerated 
and discussed. —Alan Rubin, M.D. 


NEWBORN 


Neonatal Infections in a Community Hospital. Davin 
W. Van GELDER, Don Carey, S. Harvey Cotvin, 
Jr., and W. Spears RANDALL. 7. Am. M. Ass., 1959, 
169: 559. 


THE AUTHORs describe two outbreaks of neonatal in- 
fection in the nursery of the Baton Rouge, Louisiana, 
General Hospital. The first outbreak, which occurred 
during the period from October to and including De- 
cember 1956, involved 4 children and was fatal to 3. 
The second outbreak a year later involved 26 children 
and was fatal to 9. Autopsies were performed on all but 
one of these infants. In 2 of the first 3 infants there was 
an infected umbilicus. 

In the first outbreak the predominant organism was 
the Listeria monocytogenes. Six of the 8 infants of the 
second outbreak showed gross or microscopic evidence 
of umbilical infection and the most consistent finding 
at autopsy was myocardial involvement. The predom- 
inant organisms of the second outbreak were group A 
Streptococci, but several different organisms were also 
isolated. Bacteriologic studies revealed the presence of 
the group A Streptococcus in a higher proportion of 
nursery personnel in the hospital with the outbreak 
than in another similar hospital at the same time. Both 
outbreaks coincided with overcrowding in the nursery 
and apparently no other correlating factors could be 
revealed. The high incidence of umbilical infections 
points to the umbilicus as the likely portal of entry for 
infection. 

The authors stress the dangers of nursery overcrowd- 
ing with possible breakdown in rigid aseptic tech- 
niques. —Lawrence Bernard, M.D. 


MISCELLANEOUS 


To Do or Not to Do a Cesarean Section? JosEpH M. 
Harris and Josepu A. Nessim. 7. Am. M. Ass., 1959, 
169: $70. 

DurINnGc A PERIOD of 21 years, there were 40,423 de- 

liveries, including 4,397 cesarean sections performed 
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at the Cedars of Lebanon Hospital, Los Angeles, Cali- 
fornia. The maternal mortality rate was 0.081 per cent 
for the cesarean section group and 0.052 per cent for 
the vaginal deliveries. In 1,826 elective repeat cesarean 
sections there was no maternal mortality and the peri- 
natal mortality was 1.7 per cent. 

The indications for cesarean section are reviewed. 
These include previous section, fetopelvic dispropor- 
tion, uterine bleeding, fetal distress, diabetes, uterine 
inertia, pelvic pathology, toxemia, and previous uter- 
ine myomectomy. The authors adhere to the dictum 
of “once a section, always a section.” The incidence of 
prematurity in repeat cesarean sections can be mini- 
mized if the correct termination of the pregnancy can 
be ascertained. If this cannot be done, the patient 
should be allowed to go into labor prior to the per- 
formance of repeat cesarean section, except in cases of 
threatened rupture of the uterus. There is no necessity 
to limit the number of repeat sections to three or four 
in any one patient. The authors advocate a more lib- 
eralized interpretation of indications for cesarean 
section. The procedure should not be considered a last 
resort measure, and the efficiency of an obstetrical 
service should not be judged by the lowness of its 
cesarean section rate. A more liberal use of cesarean 
section will lower the incidence of fetal and maternal 
morbidity and also reduce the incidence of traumatic 
vaginal deliveries. It should replace the use of Dihrs- 
sen’s incisions, version and extraction, high forceps, 
anddifficultmidforceps, and difficult breech extraction. 

The perinatal mortality rate decreases when fetal 
indications for cesarean section are more readily con- 
sidered. As for the increased incidence of hyaline mem- 
brane disease in section infants, this seems to be more 
related to the ill-considered timing and the conditions 
for which the section was done, rather than to the 
operation itself. 

The more frequent use of cesarean section in fetal 
distress, in breech presentations, in diabetes, and in 
specific cases of placenta previa and abruptio pla- 
centae will raise the incidence of cesarean section, but 
it will also result in a substantial decrease in the over- 
all maternal and fetal mortality and morbidity. 

Section was performed in 14 per cent of all cases of 
breech presentation of the presented series. With the 
exception of 7 cases, all of the sections performed 
during the last 8 years were of the low cervical type. 
—Lawrence Bernard, M.D. 
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GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Diagnosis and Therapy of Cushing’s Syndrome (Zur 
Diagnose und Therapie des Cushing-Syndroms). A. 
LaBHART, E. R. Froescu, and W. ZIEGLER. Schweiz. 
med. Wschr., 1959, 89: 44. 


HyPERFUNCTION of the adrenal cortex hormone (glu- 
cocorticoid) can be caused by malignant or benign 
tumors or bilateral adrenal hyperplasia. A basophilic 
anterior hypophysial adenoma is always present in 
typical Cushing’s disease. In the authors’ description 
of 10 cases, the time between the appearance of the 
first symptoms and the correct diagnosis was almost 
3 years. The facial changes are the most obvious ones. 
Other signs, not so well developed and appearing 
gradually, are: adiposity, amenorrhea, hypertension, 
osteoporosis, striated skin over the abdomen, dia- 
betes, and personality changes. In rare cases, there 
is malignant development and muscle atrophy; liver 
dysfunction, hypocalcemia, and hypogonadism are 
other unusual features. Steroid determination, the 
ACTH test, and an eosinophil count are helpful. 
If not treated, the patients die within 5 years. If 
the presence of an adrenal tumor can be ascertained, 
operation should be performed as soon as possible with 
postoperative stimulation of the other adrenal gland 
by ACTH medication. High doses of testosterone, 
changing the negative nitrogen balance, have only 
symptomatic effects. The same result occurs with 
irradiation of the hypophysis. Close co-operation be- 
tween the surgeon and the internist is necessary. Of 
10 cases, 9 had adrenal hyperplasia and only one a 
true adrenal cortical adenoma. Bilateral total adrenal- 
ectomy and subsequent substitution therapy is the 
treatment of choice. —E. H. Bettmann, M.D. 


Perirenal (Gerota’s) Fascitis. J. A. Hurcu, R. C. 
ATKINSON, and G. S. Loguvam. 7. Urol., Balt., 1959, 
81: 76. 


PERIRENAL FASCITIS is a disease in which one or both 
ureters may be compressed by a dense, grayish-white 
mat of fibrous connective tissue. The authors present 
data concerning 2 cases and supplementary informa- 
tion concerning a third case which had been reported 
previously. They also review 20 other cases. 

Anuria is the cardinal symptom of this disease and 
occurred suddenly in 8 cases. Such urinary symptoms 
as frequency, nocturia, and hematuria were noted in- 
frequently. During the preanuria phase the sympto- 
matology may be so obscure that it is impossible to 
recognize that this is a disease involving the urinary 
tract. There is no apparent relationship between peri- 
renal fascitis and disease of the gastrointestinal tract. 
The average age of the patients with this disease was 
43 years, and 74 per cent were men. The general con- 
dition of the patients varied from excellent to critical, 
depending on the degree of uremia present. The most 
common finding on physical examination was tender- 
ness over one or both kidneys. Abdominal tenderness, 
usually below the umbilicus, was almost as common. 
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The only physical finding which can be considered 
pathognomonic of this disease is the presence of a 
palpable mass over the sacral promontory; this was 
noted in only 2 of the 23 collected cases. 

The first clue of truly diagnostic significance is 
noted in the radiologic visualization of the upper uri- 
nary tract. Invariably, the segment of ureter involved 
in the plaque lies medial to its normal position. In 
mild cases in which the plaque is limited to the sacral 
promontory, only that segment of ureter which lies on 
the sacral promontory will be diverted medially. In 
more advanced cases in which the plaque has ex- 
tended upward from the sacral promontory to overlie 
the anterior surface of the bodies of L5, L4, and L3, 
the entire upper ureter from the pelvic brim upward 
to the ureteropelvic junction will be trapped in the 
fibrous plaque and lie medial to its normal position. 
Often the ureterogram shows the trapped part of the 
ureter to lie medial to the lateral borders of the verte- 
brae. Since the ureter below the pelvic brim is rarely 
involved, it remains in its normal position. The ureter 
above the trapped area is often dilated. In some cases 
this dilatation is marked. In other cases in which 
marked dilatation above the obstruction would be ex- 
pected, the dilatation is surprisingly slight. The ure- 
terogram, throughout the involved area, is narrowed 
and often beady in appearance. Sometimes it is diffi- 
cult to fill this area with contrast medium. In early 
cases, when one or both kidneys are still functioning, 
the diagnosis may be made by excretory urography. 
Usually, however, it is the retrograde pyelogram that 
is diagnostic. The sensation encountered in passing 
the ureteral catheter is different from normal in that 
the catheter is pushed with difficulty but does not 
meet true obstruction. 

The basic histopathologic changes noted in the 
plaques are fibrosis with varying degrees of inflamma- 
tory reaction. Most of the plaques were dense, fibrous 
connective tissue with varying amounts of fat and in- 
flammatory cells. Lymphocytosis and plasma cells 
predominated, although polymorphonuclear leuco- 
cytes were occasionally found. 

Drainage by nephrostomy, as soon as the diagnosis 
is established, is recommended as the safest procedure. 
The standard kidney incision placed a little lower and 
more anterior than is usual gives good exposure. Since 
the lower limit of the plaque is uniformly at the brim 
of the pelvis, it, too, is accessible. Freeing the ureter 
may be a simple matter or one fraught with danger. 
Resection of the ureter and end-to-end anastomosis 
may be necessary. After ureteral lysis has been ac- 
complished, the ureter may be sutured to the peri- 
toneum or psoas muscle. It is also possible to bring the 
ureters into the peritoneal cavity and close the peri- 
toneum under them in an effort to prevent contact 
between the ureters and the plaque. Finally, the peri- 
toneum or perirenal fascia may be sutured to the 
psoas muscle in such a way that the ureter is deprived 
of contact with the plaque. The results of the forms of 
treatment leave much to be desired. 
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The authors believe that this disease represents 
chronic inflammation of the perirenal fascia (Gerota) 
and of the fat contained within this fascia. The mode 
of entry of infection into this remote space remains 
unknown. —Laurence F. Greene, M.D. 


Eighteen Pheochromocytomas; Clinical Aspects and 
Surgical Results. E. Dant-IversEn. Acta chir. scand., 
1958, 116: 118. 


Since 1944, the author has treated 18 patients with 
pheochromocytoma. Fifteen tumors were intra-adre- 
nally located and 3 ectopically. These tumors occur 
chiefly in adults and with slightly greater frequency 
on the right side. They are generally benign and most 
frequently unilateral. Multiple tumors have been ob- 
served in about 10 per cent of the cases, more fre- 
quently in children and young adults. 

The chief symptom of benign pheochromocytoma is 
hypertension, which usually occurs in attacks, but is 
sustained in about 25 per cent of the cases. An attack 
may last from a few minutes to days. The clinical pic- 
ture is identical to that caused by injection of a large 
dose of adrenalin. A prodromal state may be experi- 
enced with a vague sensation of faintness, pain in the 
extremities, the throat and the abdomen, or angina- 
like pain with palpitations and tachycardia. There 
may be hyperglycemia, glycosuria, and albuminuria. 
Simultaneously a transient rise in blood pressure 
occurs. In 3 of his patients there was a disorder of 
kidney function resembling a tubular necrosis. The 
cause of the attack is a flooding of the organism by 
noradrenalin from the pheochromocytoma. Glyco- 
suria has been reported as present in 36 per cent of the 
cases and in approximately 50 per cent the fasting 
blood sugar during an attack was found to rise above 
120 micrograms per cent. The basal metabolic rate 
was reported to be increased by 20 per cent or more in 
57 per cent of the cases.. 

The diagnosis is made by demonstration of an in- 
creased amount of noradrenalin and adrenalin in the 
24 hour urine, and the increase of these substances in 
the venous blood during an attack. Methods using 
antiadrenalin substances or substances that provoke 
attacks have not yet shown uniform results. The dif- 
ferentiation from essential hypertension and thyro- 
toxicosis is somewhat difficult, and in cases with sus- 
tained hypertension albuminuria and retinopathy are 
also present, which causes confusion with nephro- 
sclerosis and chronic nephritis. It must be remembered 
that an essential hypertension may occur with parox- 
ysmal crises in the absence of pheochromocytoma. 
The most reliable diagnostic information is provided 
by precoccygeal, retroperitoneal pneumography com- 
bined with tomography in the case of the intra- 
adrenal pheochromocytomas. Aortography may make 
it possible to localize the tumor as an abnormal 
vascular coil, but it is only used if the other method 
fails. 

The treatment consists in extirpation or enuclea- 
tion of the tumor. Cortisone is given preoperatively 
and during the first 8 postoperative days with de- 
creasing doses according to the patient’s condition. 
Removal of the tumor causes a rapid fall in blood 
pressure and a sudden fall in the content of total adren- 
alin in the blood. This fall is now controlled with nor- 


adrenalin, which is continued as long as necessary in 
the postoperative period. It may be necessary to ad- 


minister large doses of noradrenalin since patients with | 
pheochromocytoma have a lowered sensitivity to | 
noradrenalin that may persist for several days after | 


removal of the tumor. 

The author uses an incision that is parallel with the 
twelfth rib and may be extended anteriorly to the 
rectus muscle. Removal of the twelfth rib has given 
satisfactory exposure. 

Atropine should not be administered as premedica- 
tion since it may release an attack. For anesthesia, 
ether and nitrous oxide are the first to be considered, 
Cyclopropane and chloroform should not be used, and 
neither should spinal anesthesia. Curare should be used 
with caution, as it is thought to have an effect similar 
to that of histamine. Blood transfusions should be 
instituted at the beginning of the operation. 

A crisis can be cut short by injecting regitine hydro- 
chloride, “benzodioxane,” or other antiadrenergic 
substances, and they can be given preoperatively to 
patients with increased blood pressure. It must be re- 
membered that these antiadrenergic substances work 
for up to 72 hours in the postoperative period, and 
may give rise to critical conditions. 

Since 1944, the authors have treated 18 patients. 
The length of time preceding surgical intervention was 
from 2 months to 14 years in 17 of the patients and 30 
years in one. Twelve had paroxysmal hypertension. 
Five had sustained hypertension, and 2 had sustained 
hypertension with paroxysmal crisis. In 11 the retinas 
were normal, but 7 had grade II to IV hypertensive 
retinopathy. The basal metabolic rate was elevated in 
7 of the 18 patients. The blood sugar level was raised 
in 10, in most cases in connection with attacks. Hista- 
mine gave a positive result in 7 patients. The ‘“‘benzo- 
dioxane” or regitine tests were used in 5 patients dur- 
ing attacks with positive results. 

Intravenous urography was used on all patients and 
the result of 17 of the urograms was normal. There was 
a deformity of the calyces and upper part of the pelvis 
in 1 case. In 4 cases the kidney, as a whole, was dis- 
placed downwards and laterally. 

Retroperitoneal pneumography combined with 
tomography was used in 10 patients and showed the 
tumor distinctly in 9. In one it revealed bilateral 
tumors. Aortography was used in 3 with a positive 
result in one. 

With removal of the tumor there was no rise of 
pressure in 6 patients. Nine had a rise from 160 to 300 
mm. Hg. Immediately after removal there was a fall 
in pressure in all 15 cases, the lowest down to 60 or 
70 mm. Hg. 

The weights of the tumors varied from 19 to 1,400 
grams. When the blood pressure had been stabilized 
after operation, 11 of 14 patients had blood pressures 
between 110/70 and 145/90. Three had pressures be- 
tween 150/95 and 160/100. Of the latter 3, one had 
sustained hypertension before operation. Of the 18 pa- 
tients, one with an intra-adrenal and 2 with ectopic 
pheochromocytomas were so ill that they died either 
before the tumor was localized or before it could be 
removed. In the 15 remaining patients the tumor was 
removed and all recovered. Three of the patients, in 
connection with their attacks, had signs of renal 
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failure, resembling tubular necrosis with oliguria or 
anuria, followed by polyuria for several days. 

In 1958, follow-up examination of the 15 recovered 
patients was carried out, the period of observation 
ranging from 6 months to 12 years with an average of 
4.3 years. These patients had blood pressures varying 
from 105/75 to 145/100 in 13 cases. ‘Two patients had 
blood pressures of 180/130 and 230/150. One of the 
latter had had sustained hypertension with attacks, the 
other paroxysmal hypertension prior to operation. 
There were no attacks after operation. 

—R. O. Beadles, M.D. 


The Problem of Hydronephrosis. HENRY MortTENSsEN. 
Med. 7. Australia, 1959, 1: 102. 


URETEROPELVIC OBSTRUCTION is ascribed to conditions 
occurring within the lumen and extrinsic conditions 
producing interference with the outflow of urine. 
When there is no demonstrable anatomic obstruction 
the theory of neuromuscular inco-ordination is ad- 
vanced. The role of aberrant vessels in the causation 
of hydronephrosis is controversial and the treatment 
of hydronephrosis with aberrant vessels brings up 
the problem of renal ischemia. 

Hydronephrosis may present with pain that is 
often accentuated by gross fluid intake. A history of 
recurrent infections, hematuria, palpable mass, or a 
combination of such symptoms may be found on a 
routine roentgenographic and physical examination 
or on investigation of gastrointestinal tract symptoms. 
The essential investigation is roentgenography. Intra- 
venous pyelography indicates the diagnosis, but ac- 
curate and important information may be obtained 
by retrograde pyelography. Because this procedure 
carries risks of infection, it is good practice to use a 
highly concentrated dye that produces good con- 
centration with the introduction of a small quantity 
of fluid. If pain is the presenting symptom and the 
diagnosis equivocal, the pain reproduction test during 
the introduction of the dye is important. Full informa- 
tion as to the degree of hydronephrosis or even as to 
its presence may on occasion be obtained only during 
an attack of pain. It is doubtful whether aortography 
should be used routinely. 

In small hydronephroses no treatment may be 
necessary. In the larger ones a decision must be 
made generally as to whether a plastic procedure or 
removal of the kidney should be done. Conservation 
of the kidney is less necessary in a person beyond 
middle age than in young patients. The degree of 
destruction of the involved kidney is of the greatest 
importance. As a general rule it is stated that before 
being subjected to a conservative procedure a kidney 
must exhibit one-fifth of the total renal function and 
be able to assume adequate function should the other 
kidney be lost. One must be certain that the obstruc- 
tive mechanism can be removed and that as a result 
of this the function of the kidney will be improved. It 
should be remembered that in the wake of surgery 
there may be complications such as scarring of the 
parenchyma, infections, and strictures which may 
leave the patient worse than before. One must decide 
whether compensatory hypertrophy has taken place on 
the opposite side since this markedly decreases the 
possibility of a good result. 
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There are numerous procedures designed to relieve 
obstruction at the ureteropelvic junction. The indi- 
vidual case will usually determine the type of con- 
servative operation to be applied. The main concern 
toward the end of the operation is whether to splint 
the suture line at the anastomosis and whether to 
drain the kidney-from above, from where, and for how 
long. A splint or a drain if kept in place a sufficient 
length of time will always result in infection, and the 
present day tendency is to drain or splint less and less. 

The results to be expected from conservative pro- 
cedures should be the relief of symptoms coupled with 
roentgenographic findings of a good excretion of dye 
demonstrating a funneling of the pelvis with a pelvo- 
ureteral junction at the lowest point and a satisfactory 
emptying time. Lastly, absence of infection should 
be expected after a satisfactory operation. 

In a composite series of more than 300 cases, 75 to 
80 per cent of good results were claimed and the 
percentage of secondary nephrectomies required was 
about 5 per cent. —R. O. Beadles, M.D. 


Hydronephrosis, Surgical Repair. N. J. Bonnin. Med. 
Jj. Australia, 1959, 1: 104. 


IN ANY SERIES of cases of hydronephrosis there are 
frequently two difficulties which are not easily dealt 
with by the older operative procedures. The first is 
the presence of an inferior polar or aberrant artery 
which is kinking the upper part of the ureter. The 
second is the fact that there is not a localized narrow- 
ing of the ureteropelvic junction but a stricture of the 
upper part of the ureter for a distance of some 1 to 
3 cm. below the point of origin from the pelvis. The 
operative procedure described is modified from that of 
Culp. A long, broad-based flap is employed com- 
prising most of the posterior part of the renal pelvis. 
When turned, this flap extends 2 to 4 cm. down the 
ureter. The effect is not so much to widen the uretero- 
pelvic juncture as to alter the shape of the kidney 
pelvis itself from a sphere to a long cone and the apex 
of the cone will extend to a point which should be, 
in most cases, well beyond the narrowed section of 
the ureter. When this technique is employed for 
aberrant vessel the inferior polar artery crosses the 
pelvis rather than the ureter, and the risk of obstruc- 
tion appears to be eliminated. 

After exposure of. the kidney the operative site is 
dissected free and the triangular flap marked by 3 
stay sutures. The base of the flap lies along a line 
between the ureteropelvic junction and the lower pole 
of the kidney. The apex will lie on the uppermost part 
of the pelvis quite close to the kidney. The sides of 
the flap should be of equal length. The length of the 
flap is limited to twice the width of its base. The 
curved sides of the flap should meet at the apex at an 
angle not more acute than a right angle. After the 
incision down the ureter a suture is inserted between 
the apex of the flap and the end of the ureteral inci- 
sion and the knots are tied on the outside. The anterior 
suture line is done first and then the posterior. The 
sutures are continued right on up to the apex of the 
incision in the pelvis, so that below, the nap is ap- 
proximated to the ureter and above, the defect in the 
pelvis is closed. As with all rotation flaps a “dog ear” 
forms at the upper end of the anterior suture line. 
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This must, of course, be left as its removal would 
narrow the base of the flap and impair its blood supply. 
No splint is used. 

A deming type nephropexy is done and the area 
near the pelvis is drained. If the ureter is severed at 
the upper end the normal blood supply is also severed, 
and the ureter must obtain its blood in a retrograde 
fashion through anastomotic channels. Therefore, 
there is a preference for operations which do not sever 
the ureter and diminish its blood supply at the suture 
line. The author believes that the pyeloplasty de- 
scribed is suitable for the treatment of the aberrant 
renal vessel. A splint is not usually used. This opera- 
tion was performed in 9 cases, and in all the result has 
been satisfactory. —R. O. Beadles, M.D. 


Some Experiences with Pyeloplasty. Warwick 


Macky. Med. 7. Australia, 1959, 1: 108. 


THE AUTHOR used the Culp pyeloplasty in 22 patients 
and the Foley Y-plasty in one. Nineteen of these were 
followed up for periods of from 6 months to 3.5 years. 
The average age was 26 years, the youngest being 3 
years and the oldest 55 years. There were no deaths. 
The average length of stay in the hospital after the 
operation was 22 days. Postoperatively most patients 
suffered pain and abdominal distention. Wound sepsis 
was present in 3 patients, all of whom had preopera- 
tive urinary sepsis. Two had troublesome postopera- 
tive hemorrhage. The pyelostomy or nephrostomy 
drain was removed from the fourteenth to twenty-first 
day after pyelography in the earlier cases. In recent 
favorable cases without preoperative sepsis no pyelos- 
tomy tube or splint was used. The urinary fistula 
usually shuts off rapidly after the removal of the 
pyelostomy tube. There were no persistent urinary 
fistulas. Urinary tract infection persisted after opera- 
tion in 3 cases after 3 months and in 1 case after 12 
months, 

Most patients experienced good relief after repair. 
General health improved in 17 of 19 patients and was 
improved to a lesser extent in 2 more. No case was 
made worse in any respect. There were no striking 
changes in the pyelographic appearance of the hydro- 
nephrosis. The aim of operation is to provide a prop- 
erly funneled dependent ureteropelvic junction. One 
attempts to demonstrate this by prograde pyelog- 
raphy before removing the nephrostomy tube. It is 
often difficult to persuade dye to enter the ureter by 
this procedure. The junction outlined looks irregular 
and distorted, but is usually dependent and funneled. 
The dilated calyces seldom contract except in the very 
young patient. 

Function was greatly improved in 4 cases and def- 
initely improved in 13. There was no improvement in 
2. Intravenous pyelography was used for assessing 
function before and after operation. Of 6 patients with 
preoperative urinary sepsis, 5 were cured. Five cases 
are reported in which the operative procedure was 
carried out on solitary kidneys. 

The author believes that this procedure is the most 
valuable one for arresting renal parenchymal de- 
struction by restoration of natural urinary drainage. 
He is impressed by the lack of deterioration over 2 or 
3 years. Misgivings concerning late strictures of 
anastomoses, particularly at the apex of the flap, have 


been unjustified. Pyelographic appearances matter 
little provided that drainage is effective. Apparent 
nonfunction is no bar to conservative operation in the 
young. The final decision is made on the state of the 
renal cortex at operation. The results amply justify 
continued use of these operations in selected cases. 
—R. O. Beadles, M.D. 


BLADDER, URETHRA, AND PENIS 


Diagnosis and Treatment of Congenital Bladder- 
Neck Obstruction in Children. Guy W. Leap. 
BETTER, JR., and WyLanp F, LEApBETTER. NV. England 
J. M., 1959, 260: 633. 


“CONGENITAL BLADDER-NECK OBSTRUCTION is a com- 
mon, and potentially serious, pediatric and urologic 
problem.” Early diagnosis and therapy are very neces- 
sary. When symptoms suggest disease of the urinary 
tract, urologic evaluation must be systematic and 
complete. “Unrecognized and untreated, this patho- 
logic abnormality leads to vesical and upper urinary 
tract changes, and ultimately to progressive renal 
destruction and death.” The explanation of the 
development of this type of lesion appears to be a 
fault in the dissolution of mesenchyma or the inclusion 
of abnormal amounts of nonmuscular connective tis- 
sue at the bladder neck. Three types of obstruction 
may be found: hypertrophy of the muscle, fibrous 
contractures, and chronic inflammatory changes. 
These obstructions in children may well be recognized 
by symptoms of enuresis, frequency, diminutive uri- 
nary stream, hematuria, pyuria, residual urine, inter- 
mittency, and sometimes fever due to acute pyelo- 
nephritis. 

Intravenous pyelography, delayed and voiding cys- 
tograms, and cystometrograms are indicated, as well 
as cystoscopy and panendoscopy under anesthesia. In 
the presence of persistent infection of the urinary 
tract, residual urine, and demonstrated bladder-neck 
abnormality, surgery is indicated. The following mo- 
dalities have been utilized, all with some success: dila- 
tation, cold punch, open cystotomy and posterior 
wedge excision, transurethral resection, and the re- 
tropubic approach of Young. The authors use trans- 
urethral and retropubic methods, but now prefer 
surgery with excision of all fibromuscular tissue and 
an anterior Y-V bladder-neck procedure. For success- 
ful bladder-neck surgery, all obstructive tissue must be 
removed, the vesical neck must be adequate, and 
secondary contracture must be prevented. With this 
open procedure the bladder and trigone can be in- 
spected and, if necessary, ureteral reflux may be over- 
come by plastic procedures. 

—John R. Herman, M.D. 


Urinary Diversion with Bladder Substitution. ALEx- 
ANDER BRUNSCHWIG and RosBERT B. GREENMAN, Sur- 
gery, 1959, 45: 240. 


THE AUTHORs review the various methods employed 
in urinary diversion with bladder substitution. They 
state that in modern practice the methods which 
entail some form of long tunneling in the bowel wall 
preliminary to entrance of the ureter into the bowel 
seem to be employed less frequently and that stricture 
at the site of implantation is a major hazard. More 
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and more surgeons seem to be performing some type 
of mucosa-to-mucosa anastomosis with minimal 
banking up of the tissue at the site, which procedure 
was first described by Smith in 1879. The senior 
author has persisted in a simple method in which a 
small circular opening in the bowel wall is cut, 
through which the ureter is threaded. Three or four 
interrupted catgut sutures are taken between the 
periureteral tissue and the bowel mucosa, and a strip 
of peritoneum is retained along the ureter and is 
sutured over the implantation site as a sealing patch. 
The authors state that at present no hard and 
fast recommendations can be made as to the most 
satisfactory method for urinary diversion with the 
creation of a urinary reservoir. Much depends on 
the personal preference of the operator and no 
method is free from complications. The authors think 
that a very important factor in the outcome of these 
patients is the availability of medical supervision. 
They review the various types of urinary diversion 
employed in a series of 549 cases of pelvic exenteration 
done between September 1947 and January 1958; 
382 ureterocolic anastomoses, 70 cutaneous ureter- 
ostomies, 53 ileoconduits, 11 rectal bladders, and a 
miscellaneous group of procedures. Fourteen “brief 
survivors” are mentioned. — Nicholas Wetzel, M.D. 


GENITAL ORGANS 


A New Synthetic Estrogen with Cytostatic Action 
Combined with Prednisone in the Medical Treat- 
ment of Cancer of the Prostate (Associazione di un 
nuovo estrogeno sintetico ad azione cistostatica e del 
prednisone nella terapia medica del cancro della 
prostata). Apo Torrot and Luicr Catrant. Arch. 
ital. urol., 1959, 31: 439. 


IN CAsEs OF cancer of the prostate in which roentgen 
and radium therapy can yield only palliative results 
and in which surgical treatment is precluded because 
of early metastases, medical treatment is indicated. 
The problem of medical treatment has not yet been 
solved. The authors have studied it experimentally 
for more than 2 years. They review briefly and sche- 
matically the theory of medical treatment, the general 
characteristics of the drugs used, and their immediate 
and late results. The development of cancer of the 
prostate depends upon androgenic hormones. Estro- 
gen therapy has been described as “‘chemical castra- 
tion.” Estrogen, however, is not only antimasculine 
but also cytotoxic and antimitotic. It inhibits the 
gonadotropic pituitary secretion. The natural prep- 
arations of estrogen have been found much less ef- 
fective than the synthetic preparations. Estrogens 
have the disadvantage of stimulating the adrenal 
cortex and thus increasing its androgenic activity. To 
compensate for this effect cortisone is administered. 
The acid phosphatase content of the blood provides a 
good test of the efficacy of treatment, since it indi- 
cates a more or less precocious invasion of the lym- 
phatics and blood stream by the tumor. The alkaline 
phosphatase of the blood, on the other hand, indicates 
the beginning of osteoblastic repair in bone metastases. 

The authors selected an estrogen after having tested 
various products as to tolerability, antiandrogenic ef- 
ficacy, and feminizing effect. The substance selected 
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was 1:2 diethyl-1:2 bis (p. hydroxyphenyl)-ethane di- 
phosphate, (cytostasin). This product is soluble in 
water and therefore permits a high local concentration 
and exerts no estrogenic activity or toxic effect even 
in large doses. The estrogen is liberated only in the 
presence of large quantities of acid phosphatase, lo- 
cated in the prostatic cells and particularly in the 
neoplastic cells and metastases. In other parts of the 
body the acid phosphatase content is so small as to 
liberate only insignificant amounts of active estrogen. 
The hormone fixes the.acid phosphatases so that these 
are reduced during treatment and the patient im- 
proves. Large doses must be used to obtain a high 
local concentration of the active estrogen immediate- 
ly. The active fraction liberated in the presence of 
acid phosphatase is insoluble and exerts a prolonged 
action in situ. The unutilized portion, a hydrosoluble 
salt, is easily and rapidly eliminated through the kid- 
neys. The phosphorylases of synthetic estrogens have 
a strong antineoplastic action resulting in rapid im- 
provement of the general condition, and a rapid re- 
duction in the size and consistency of the prosti.te 
without any feminizing effect. 

The cortisone preparation used was prednisone. 
Prednisone is less toxic and more active than the 
other glycocorticoids; thus it may be administered in 
smaller doses with an increased margin of safety. One 
patient, however, presented signs of pituitary block 
with severe asthenia and circulatory collapse and 
severe hypotension. This episode led to the periodic 
administration of ACTH during the course of treat- 
ment with prednisone, 10 I.U. being administered 
every 5 days. This treatment afforded immediate re- 
lief in the case mentioned, with no return of symp- 
toms in spite of continued prednisone therapy. Some 
experiments were conducted with maintenance treat- 
ment between courses of therapy but as yet have not 
led to conclusive results. 

Cytostasin was administered in doses of 500 mgm. 
daily, in two intravenous injections, for one week, then 
for a varying period according to the case, from a 
minimum of 2 to a maximum of 5 weeks, 250 mgm. 
daily in a single solution. 

Prednisone was administered orally in doses of 15 
mgm. daily for the first 3 days, 10 mgm. for the fol- 
lowing 20 days, and 5 mgm. daily to the end of the 
cycle. 

ACTH was administered in doses of 10 I.U. every 
fifth day throughout the period of treatmert. 

Seven cases are reported in detail. During the ad- 
ministration of cytostasin all patients suffered from 
itching and momentary pain, especially about the 
anal orifice. Occasional nausea was eliminated by ad- 
ministering the preparation between meals. 

The results obtained in this small number of cases 
were encouraging and of interest in view of the fact 
that very few cases reported in the literature have 
been concerned with a combined estrogen-cortisone 
treatment and none of them with prednisone, which is 
of value because it is well tolerated and does not cause 
secondary complications. The same was true of the 
new cytostatic preparation, the administration of 
which caused very little pain and exerted no feminiz- 
ing effect. Its efficacy, however, is limited to the period 
of administration. Late results will yield a more accu- 
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rate evaluation of this new combined treatment. The 
authors are convinced that this method of treatment 
can supplant surgery when metastases have not de- 
veloped and that, furthermore, it is the only possible 
treatment in the presence of metastases since it pro- 
vides by purely medical means an adrenalectomy and 
pharmacologic orchiectomy. 
—Edith Schanche Moore. 


Lymphatic Spread from Prostatic Cancer. R. H. 
Frocks, Davin Cutp, and Ricuarp Porro. 7. Urol., 
Balt., 1959, 81: 194. 


THE LYMPHATIC SPREAD of carcinoma of the prostate 
was studied in 411 cases. The study disclosed a signif- 
cant degree of metastasis to the pelvic nodes in cases 
of small prostatic carcinomas without clinical evidence 
of distant metastasis. It also demonstrated in a signif- 
icant number of patients that prostatic carcinoma 
may be large and yet the regional pelvic nodes may 
not be involved with carcinoma. The hypogastric and 
obturator lymph nodes were involved most fre- 
quently; iliac node metastases were less common. 

The patients in this study were divided into two 
groups. Group 1 consisted of 29 patients whose car- 
cinoma was confined to the prostate and who ex- 
hibited neither chemical, clinical, nor roentgeno- 
graphic evidence of metastasis; metastatic involve- 
ment of the pelvic lymph nodes occurred in 7 per cent 
of these patients. Group 2 consisted of 382 patients, 
similar to those of group 1 except that local extension 
of the prostatic carcinoma precluded radical prosta- 
tectomy. The incidence of metastasis to the pelvic 
lymph nodes in this group was 35 per cent. Further- 
more, the incidence of nodal involvement was pro- 
portional to the size of the prostatic lesion. Conse- 
quently, the authors advise removal of pelvic lymph 
nodes in operable cases of prostatic carcinoma. They 
have also achieved promising results, in cases of lo- 
cally inoperable prostatic carcinoma, by resecting 
the entire pelvic node area and instilling Au'® along 
the lymphatic passageway in conjunction with total 
prostatoseminal vesiculectomy and the instillation of 
Au! into the periprostatic tissues. 

—Laurence F. Greene, M.D. 


Radical Perineal Prostatectomy for Early Cancer. 
J. A. C. Corsron. 7. Am. M. Ass., 1959, 169: 700. 


THE AUTHOR reports a follow-up study of 108 per- 
sonal cases of early cancer operated upon by radical 
perineal prostatectomy. There was no operative 
mortality in the series and the operations upon the 
patients were carried out more than 10 years ago. 
Forty-three patients are living and well without 
known recurrence or metastases, 22 are living with 
recurrence and/or metastases, 24 have died with 
recurrence and/or metastases, and 17 have died from 
other causes. 

There was no incidence of rectal injury or rec- 
tourethral fistula in this series, but there were 10 
Patients with incontinence, 2 with extravasation 
after postoperative instrumentation, 1 patient with 
peritonitis necessitating laparotomy, 2 patients re- 
quiring suprapubic cystotomy for postoperative ob- 
struction, and 1 patient requiring transurethral resec- 
tion for postoperative stricture. 


The author believes that the operation is worth. © 
while, because of the 15 patients who underwent | 


radical perineal prostatectomy before 1947, 7 were! 
living and well 10 years after the operation. The | 
expectancy of life in such patients after operation 
differed little from that of normal men at the age of 
seventy. —WNicholas Wetzel, M.D. 


Study of 53 Cases of Testicular Tumor (Studio su 53 
casi di tumori del testicolo). M. De Jaco. Boll. So. 


med. chir., Cremona, 1958, 13: 65, 1 
THE sERIES included 28 seminomas, 19 teratomas, 5 | 


mixed tumors (seminoma + teratoma), and 1 lympho- 
sarcoma. Microscopic preparations from the excised 
tumor (in one instance, from an abdominal metasta- 
sis) were studied. 

The author accepts the current conclusion of other 
investigators, i.e., that all these neoplasms, with the 
possible exception of the lymphosarcoma, are deriva- 
tives of the same germinative testicular cells, a con- 
clusion which he regards as more or less settled. There 
remains, however, some difficulty with reference to 
the classification of the testicular tumors that are not 
seminomas, that is, the 19 dysembryomas (consider- 
ing the terms embryoma, dysembryoma, and tera- 
toma to be equivalent) and the 5 mixed tumors. This 
difficulty has led to the development of various classi- 
fications and designations (embryonal carcinoma, 
adenocarcinoma, choriocarcinoma, teratosarcoma, 
teratocarcinoma). The study of the material here 
reported, however, has shown that, although ex- 
amples of the aforementioned histologic types were 
found, nevertheless a more attentive examination of 
the microscopic material showed that, in all but 1 of 
these dysembryomas, atypical areas were present. A 
more or less extensive tissual variation was always 


present, rendering such sharp distinctions in classifi- | 
cation rather dubious. It would seem that, if any | 


practical distinction is to be made between the indi- 
vidual examples of this group of dysembryomas, it 
should consist in distinguishing the teratoma com- 
posed predominantly of embryonal tissue from the 
teratoma that is composed of a highly differentiated 
tissue, that is, the malignant teratoma from the benign 
teratoma. Even in this case, however, it is to be noted 
that the distinction is frequently inexact, since the 
embryonal teratoma may be found coexisting with 
the differentiated type, for example, the embryonal 
adenocarcinomatous connective tissue stroma may ex- 
hibit teratomatous potentialities. Further, the tera- 
toma frequently produces metastases of the embryonal 
adenocarcinomatous type, and the reverse occurs. 


The author’s series contained only one instance of | 


a teratoma that was totally benign, but since the pa- 
tient was operated upon only 6 months ago, it is still 
too early to draw conclusions. 

In the clinical field also no marked distinctions can 
be drawn, other than that these testicular tumors 
seem to develop more rapidly and to metastasize 
earlier than tumors in other sites. 

Of the 53 patients with testicular tumors there are 
only 4 survivals: 1 patient with a benign teratoma who 
is living 6 months after the operation, and 3 with 
malignant teratoma who are still living 7 to 11 years 
from the date of the intervention. The tumors of the 
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last 3 patients presented histologic pictures that did 
not differ from those of tumors with an extremely 
rapid course. The most that can be said is that the 
3 surviving patients were included among those with 
tumors of relatively deficient vascularization. 

On the whole, therefore, the author is of the opinion 
that it is futile at this time to attempt to establish 
further subclassifications of these tumors, and that 
each of the types of tumors here considered should be 
regarded in a unitarian sense. 

— John W. Brennan, M.D. 


The Treatment of Malignant Testicular Tumors at 
the Norwegian Radium Hospital. Herman Host 
and ToRVALD STOKKE. Cancer, 1959, 12: 323. 


Tue RESULTS of the treatment of 300 patients with ma- 
lignant testicular tumors are presented. The incidence 
of the various types of neoplasm was as follows: semi- 
noma, 52 per cent; embryonal carcinoma, 20 per cent; 
teratoma, 13 per cent; and chorionepithelioma, 0.3 
per cent. All patients with testicular neoplasms treat- 
ed at the Norwegian Radium Hospital in Oslo during 
the years 1932 to 1953 were included, and the 5 year 
survival rate in the total series for the entire period 
was 58.3 per cent. On division of the period into.three 
phases, however, the prognosis was improved from a 5 
year survival rate of 49.5 per cent from 1932 to 1942 
to 71.6 per cent for 1949 to 1953. The improvement in 
the results of treatment from the first to the last phase 
of the period was most marked for the group with 
seminomas. There was also some improvement in the 
5 year survival rate for the patients with other forms 
of testicular tumor. 

A combination of surgery and roentgen therapy 
was employed in treating the 235 patients without 
metastases at the time the primary treatment was 
given. Orchiectomy was employed in 219 patients, 
and the remaining 16 patients had, in addition, 
radical dissection of the retroperitoneal lymph nodes. 

Roentgen irradiation was given over three fields on 
the affected side: a combined inguinal and iliac field, 
an anterior lumbar field, and a corresponding slightly 
larger posterior lumbar field. Fourteen patients had, 
in addition, roentgen treatment of the contralateral 
lumbar lymph nodes. The following technique was 
used: the field, 300 to 400 sq. cm.; 175 kv.; 4 ma.; fil- 
ter, 1 mm. Cu; focal skin distance, 50 cm.; daily dose, 
300 to 400 roentgens measured as skin dose. The total 
dose for each field varied slightly. Prior to 1940 it nev- 
er exceeded 3,000 roentgens; later it usually was 3,500 
roentgens (skin dose). The latter should give a tumor 
dose to the inguinal nodes calculated at 3,000 roent- 
gens; to the iliac nodes at 1,200 roentgens; and to the 
lumbar nodes at 2,700 roentgens. 

Apart from the application of moderately larger 
doses of roentgen rays in the last years of the period, 
no mentionable change in the prophylactic treatment 
has taken place. Only 16 patients—evenly distributed 
throughout the period—had radical lymph node dis- 
section. Therefore, it would seem reasonable to pre- 
sume that the better results in the later years had some 
connection with the larger doses of roentgen rays. 
Thus, a total of 109 patients with seminoma were 
treated with orchiectomy and prophylactic roentgen 
therapy of the affected side. Of these, 83 patients re- 
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ceived a total dose of 3,500 or more roentgens to each 
field, and the remaining 26 patients received a total 
dose less than 3,500 roentgens to one or more fields. 
The 5 year survival rate for the former group was 90.4 
per cent, as compared with 74.8 per cent for the latter 
group. 

A similar analysis of the results for the teratoma and 
embryonal carcinoma groups treated with orchiecto- 
my and prophylactic roentgen therapy shows a slight- 
ly lower 5 year survival for those receiving the large: 
doses of roentgen rays, but the figures are too small to 
permit definite conclusions. Furthermore, radical 
lymph node dissection, although employed only in 16 
cases, did not appear to improve the prognosis. 

Metastases were demonstrated in 65 patients, i.e., 
21 per cent of the total series, at the time of the pri- 
mary treatment. The 5 year survival for this group of 
patients was 18.5 per cent. The results appear particu- 
larly poor for the patients with embryonal carcinoma 
and teratoma, with a 5 year survival rate of 5.6 per 
cent and 11.1 per cent respectively. Slightly better 
were the results for patients with seminoma. Of these, 
37.5 per cent were alive after 5 years, and of those 
with only lymph node metastases, 45 per cent were 
alive after 5 years. —Laurence F, Greene, M.D. 


Retroperitoneal Lymph Node Dissection for Testic- 
ular Tumors. J. B. Dowp, RicHarp CuxuTe, and 
Sanrorp D. Weinert. 7. Urol., Balt., 1959, 81: 448. 


Orcuiectomy alone is not satisfactory therapy for any 
testicular tumor and it has been combined with radia- 
tion and more radical dissections over the years. The 
authors describe a procedure offering an intelligent 
and readily followed approach to removal of testicular 
tumors. 

Passing over the seminoma, which is extremely 
radiosensitive and needs nothing further than roent- 
gen therapy, as well as the chorioepithelioma, the 
treatment of which is considered as well nigh hopeless 
at this time, they concentrate on the remaining 60 per 
cent of testicular tumors. This 60 per cent group is 
made up of embryonal carcinomas, teratocarcinomas, 
and teratomas. These tumors are very apt to be mixed 
and occur in any combination. “‘No chain is stronger 
than its weakest link and no tumor is less malignant 
than its most malignant component.” The combina- 
tion of retroperitoneal lymph node dissection plus 
supervoltage roentgen therapy seems to be the most 
effective treatment. The surgery is to eradicate radio- 
resistant elements while the radiation is aimed at 
radiosensitive elements as well as “stragglers” that 
have escaped surgical removal. 

The authors’ evaluation is based on 26 patients oper- 
ated on by their procedure. In their series of 32 retro- 
peritoneal dissections, there were no postoperative 
deaths. The authors make an important point when 
they state, “‘We were quite impressed by our inability 
to determine by external abdominal examination or 
by x-rays the presence or absence or extent of retro- 
peritoneal metastases.” Therefore, at the time of 
orchiectomy, after the spermatic cord is clamped and 
the tumor removed, the orchiectomy incision is ex- 
tended upward and the peritoneum is deliberately 
opened. Through this opening, the palpating hand 
can reach the liver, the renal pedicles, the anterior 
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surface of the aorta and vena cava, and the common 
iliac arteries. Any masses palpated are carefully eval- 
uated for possible removal. The authors found that 
this incision healed with very slight extra risk and 
morbidity. 

The aim of radical orchiectomy and retroperitoneal 
lymph node dissection is to remove the tumor and its 
primary lymphatic metastases from the preaortic and 
precaval regions of the renal pedicles and below be- 
fore the disease has spread beyond this zone. Of the 26 
patients operated on by the authors, 7 patients had 
inoperable disease and died within a few months. In 8 
patients no evidence of malignancy was found in the 
nodes removed, but despite this, 2 died of malignant 
lesions. Eleven patients had proved metastases re- 
moved by surgery. Roentgen therapy was given after 
operation. Four of these died, but 7 (64 per cent) are 
living and apparently free of disease for varying 
periods, averaging 6 years per patient, after operation 
and roentgen therapy. 

The authors used the thoracoabdominal incision 
giving excellent exposure to the kidney pedicle and 
aortic regions for their radical dissections. There were 
no postoperative deaths. They do not offer this as a 
cure-all, but as a rational attack on the problem of 
testicular tumors. — John R. Herman, M.D. 


MISCELLANEOUS 


Biologic Disturbances After the Use of Bowel in Op- 
erations on the Urinary Tract (Text in Grek). 
J. Swovaxis. Helliniki Iatriki, 1959, 28B: 18. 

THis REPORT is based on 68 operations performed at 

the Department of Urology of the University of Paris. 

There were 26 cases of ureterosigmoid anastomosis, 

29 of bladder reconstruction using either the ileum 

(16 cases) or the large bowel (13 cases), 9 of substi- 

tution of ureter and bladder by bowel, and 4 of re- 

placement of ureter by bowel. The mucosa of the 
bladder does not absorb anything from the urine; but 
the use of bowel mucosa, since it has absorbing and 
secreting properties, may cause serious biologic dis- 
turbances. The following may occur: (1) hyper- 
chloremia and acidosis, (2) hypokalemia, (3) dis- 
turbances of phosphorus and calcium metabolism, 

(4) other biologic disturbances such as increase of 

blood sugar or dehydration (extracellular or total), 

and (5) increase in blood urea. 
The author observed hyperchloremia (chlorides 
over 108 mEq.) and acidosis (CO, below 20 mEq.) in 

23 of the 26 patients with ureterosigmoid anastomo- 


4 


sis, in some cases within a few days after the opera. © SUI 


tion, although in others 5 to 6 years elapsed before 
the changes occurred. The treatment of these patients 
consisted of dietary measures and insertion of a cathe. 
ter into the rectum. In a few cases more vigorous 
treatment, such as the intravenous administration of 
alkali, was necessary. None of the changes persisted. 
Five patients with the same operation had hypokale- 
mia (K below 3.4 mEq.) and only 2 of them had 
simultaneous hyperchloremic acidosis. These patients 
were treated with the daily administration of 2 to 6 


i 


ee a ke 


gm. of potassium citrate. The blood urea was elevated © 
in 4 patients of the same group, but 2 of them had — 


also had previous nephrectomy, one had only tran- 
sient uremia, and the fourth had a constant blood 
urea nitrogen of 0.80 per cent. 

In the group with bladder reconstruction there 
were only 2 patients who had slight, transient hyper- 
chloremia and none with potassium or sodium dis- 
turbances. All but 2 did have mild uremia (blood 
urea nitrogen 0.40 to 0.50 per cent). The third group 
of 9 patients with ureter and bladder reconstruction 
included 3 with hyperchloremia that subsided with 
proper diet, and none with potassium, sodium, or 
urea changes. In the last group of 4 patients who had 
ureter reconstruction with ileum, there were 2 who 
had hyperchloremia and one patient with hyperna- 
tremia. 

The author points out that most disturbances were 
noted in the group with ureterosigmoid anastomosis 
and he believes that the extent of these postoperative 
changes depends on the amount of bowel mucosa that 
comes into contact with the urine. In the group with 
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bladder reconstruction, in which only a segment of 


bowel was used, the changes were minimal. Another 
factor determining the extent of such changes is the 
site of the ureterocolonic anastomosis (use of the ce- 
cum may bring about fatal changes) and also whether 
or not the bowel used is isolated from the gastroin- 
testinal continuity. The cases with isolated bowel 
show less changes. Finally the condition of the proxi- 
mal urinary tract and the renal parenchyma plays a 
prognostic role. 

The author concludes that the ureterosigmoid 
anastomosis involves greater risk of serious disturb- 
ances, but he believes that there are still indications 
for this operation and that it should not be abandoned 
completely. In general, the use of isolated bowel seg- 
ments is preferred for bridging ureteral gaps and 
reconstruction of the bladder. 

— Michael G. Seremetis, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, ‘TENDONS 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Findings and Considerations from a Case of Juvenile 
Osteochondrosis Necrotica (Reperti e considerazioni 
sull’osteocondrosi necrotica dell’eta giovanile). G. 
Bint and T. BRAtBANTI. Aleneo parmense, 1959, 30: 3. 


THE PATIENT was a 20 year old agricultural worker 
who had been suffering from a painful condition of 
the right elbow. Flexion and extension were some- 
what limited, although palpation was not painful, 
and pronation and supination of the joint were neither 
noticeably limited nor painful. The elbow did not 
appear to be swollen. However, the roentgenogram 
showed that the head of the radius was deformed and 
that three fragments from its epiphysis were broken 
loose and lying free in the immediate vicinity. 

Operation disclosed an osteochondritic process, 
involving the posterior margin of the caput radialis, 
and desiccation of the three epiphysial fragments, 
which were still adherent to the head of the bone. 
Resection of the head of the radius with removal of 
all altered bone tissue was carried out. 

Examination of the specimen disclosed the typical 
findings of necrotic osteochondrosis in the sense of 
Kimmelstiel, Kremser, and Richter. This condition 
has received other designations. Axhausen spoke of it 
as spontaneous necrosis of bone. It has also been 
termed juvenile osteochondritis and osteochondrosis. 
This last designation was chosen to express the idea 
that the changes develop without the association of 
phlogistic processes. The various locations of the 
lesions, other than the one here given, has led to such 
designations for this process as Perthes’, Koehler’s, 
Kienboeck’s, Schlatter’s, and Cleaves’ disease. 

The principal interest in this case consists not so 
much in the unusual location of the process (head of 
the radius) as in the manifestations of alteration of the 
articular cartilage. These alterations are frequently 
encountered but are not constant. They consist of the 
formation of pseudocystic cavitations, the absence of 
vascular lesions, the presence of polynuclear histio- 
cytes (osteoclastic giant cells), and other evidences of 
connective tissue metaplasia (reticular, collagen, 
chondroid, and cartilaginous). The latter manifesta- 
tions are evidently attempts at reparation of the 
damage. The pseudocysts are interpreted as being the 
result of the proliferation of connective tissue and its 
intrusion into areas of trabecular fractures. Such 
pseudocysts in relation to this nosologic entity have 
previously been reported only by Casuccio in relation 
to an involvement of the anterior tibial apophysis. 

The cause of this morbid process, in the instance 
reported, cannot be definitely assigned. The family 
history is noncontributory; the patient was unable to 
account for any adequate traumatic incident or any 
disturbance of the growth of the bone, and the voca- 
tion of agricultural worker does not suggest anything 
to account for the development of the lesion in the 
head of the radius. —Jjohn W. Brennan, M.D. 


Eosinophilic Granuloma of the Skull. (Text in Greek). 
N. Anacnostipis and G. Ko taxos. Acta chir. hellen., 
1959, 6: 111. 

EosINOPHILIG GRANULOMA of the bones is a benign 
chronic process, progressively destructive, and simu- 
lating neoplastic or inflammatory lesions. The first 
cases were described in 1940, and only 187 cases were 
reported until 1955. The authors present their case 
from the Surgical Clinic of the Aristotelian University 
of Salonica, Greece. 

The patient was a 17 year old girl in whom a small 
localized painless swelling developed over the left 
parietal region about 2 months prior to admission. 
The lesion became gradually larger and was promi- 
nent after a mild trauma about 10 days prior to ad- 
mission. On examination it measured about 2 cm. in 
diameter and was slightly tender, with a softening in 
the bone substance in the center. Roentgenograms of 
the skull disclosed a 2 cm. defect in the left parietal 
bone. Survey of all the other bones of the body showed 
no other lesions. 

The patient was operated upon under local anes- 
thesia. A yellow, friable, sarcomatous mass was found, 
and biopsy was taken. Histologic examination re- 
vealed a granuloma, mainly made up of numerous 
reticuloendothelial cells containing a large amount of 
fat that stained with Sudan III. Eosinophils were in- 
filtrating almost all of the areas. The diagnosis was 
eosinophilic granuloma of the bone. The patient re- 
ceived roentgen therapy first and implantation of ra- 
dium later (30 mcd.). She was seen about 6 months 
later, and the skull lesion was found to have com- 
pletely subsided, with only a 0.5 cm. defect in the 
bone. There was no excessive callus around the 
defect. 

The authors discuss all of the theories concerning 
eosinophilic granulomas of the bones as related to 
Hand-Schiiller-Christian and Letterer-Siwe diseases. 
They are inclined to believe that eosinophilic granu- 
loma is a monosymptomatic type of these diseases. 
They advocate biopsy always, to establish the diag- 
nosis, and treatment by surgery with irradiation or, 
preferably, roentgen therapy alone. 

— Michael G. Seremetis, M.D. 


Tuberculosis of the Clavicle and Its Articulations (La 
tubercolosi della clavicola e delle sue articolazioni). 
L. Batracuia and L. Trasuccut. Chir. org. movim., 
1958, 46: 173. 


TUBERCULOSIS OF THE CLAVICLE or the sternoclavicu- 
lar or acromioclavicular articulation is a rarity, illus- 
trated by the fact that in a group of 7,000 patients 
treated in the Heliotherapeutic Institute at Cortina 
d’Ampezzo, Italy, only 9 such cases were encoun- 
tered. In 6 patients the lesion was located in the 
sternoclavicular articulation, in 3 acromioclavicular 
osteoarthritis was present, and in 1 the clavicle itself 
was affected. 

Tuberculosis of the clavicle is of hematogenous 
origin. The role of trauma in the causation of the 
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lesion is rejected by the authors. A lesion in the 
diaphysis in children and adolescents produces a 
typical picture of spina ventosa. Circumscribed ul- 
cerative foci are found in exceptional cases. Articular 
lesions may appear in a pure synovial form or as 
destructive or neoplastic osseous changes. Formation 
of abscesses caused by tuberculosis of the clavicle 
is extremely rare. Such abscesses may be supraclavi- 
cular or infraclavicular. 

Pain, tumefaction, increased local temperature, and 
limitation of motion are the most important clinical 
symptoms. 

Tuberculous osteoarthritis of the sternoclavicular 
articulation must be differentiated from traumatic 
subluxation, whereas the differential diagnosis of the 
clavicular lesion should consider syphilis, neoplasms, 
posttraumatic conditions, and nonspecific osteomyeli- 
tis. Acromioclavicular tuberculosis may be mistaken 
for osteoarthritis or calcification of the trapezoid ten- 
don. 

The treatment should comprise administration of 
antibiotics, heliotherapy, and immobilization of the 
involved parts by Desault’s bandage. 

Clinical cure was obtained in only 2 patients. 
Visceral and osteoarticular lesions were fatal in 2. 
In the remaining 5 patients a partial improvement or 
arrest of the condition was obtained. 

— Joseph K. Narat, M.D. 


A Study of the Circulation in Normal Tendons and 
Healing Grafts. Erte E. Peacock, Jr. Ann. Surg., 
1959, 149: 415. 


ADULT MONGREL DOGs were used in this study because 
of the size of their tendons and the similarity of the 
blood supply to that of human tendons. The flexor 
digitorum profundus and the flexor digitorum subli- 
mis in the dog have long tendons which pass through 
fibrous sheaths over the carpus and into the digits. 
The forearm of the dog provides tendons which are 
nourished by disorganized paratenon and tendons 
nourished by a well developed mesentery. 

Following dissection, the tendons were kept warm 
and moist for approximately 30 minutes to allow the 
circulation to recover from the trauma of manipula- 
tion. Six microcuries per kilogram body weight of 
radioactive phosphorus were injected into a hind leg 
vein and allowed to circulate for 20 minutes. The 
tendons were removed and divided into 8 mm. seg- 
ments that were analyzed for radioactivity in a 
utility scaler with a manual sample changer. 

Further experiments were designed to show the 
morphologic effect of occlusion of central vessels. 
Polyviny] tubes were split down one side and wrapped 
around tendons without disturbing either the origin 
or insertion. These tubes were treated with liquid 
vinyl forming circumferential sheaths extending the 
length of the tendons. The only blood supply to these 
tendons was from vessels entering the origin and in- 
sertion. The wounds were closed and at intervals of 
1, 2, and 3 weeks the sheaths were opened and the 
tendons removed for study. In a final attempt to learn 
whether actual vascular connections were needed to 
nourish a tendon or whether a simple diffusion of 
gasses and nutrients would suffice, a metal ring was 
placed around the tendon and attached to long stain- 


less steel wires extending through the skin. The 
wounds were closed and daily the wires were pulled 
to advance the ring along the tendon severing new 
blood vessels and early adhesions. 

Blood vessels entering long tendons from the mus- 
cular origin and periosteal insertion were able to 
nourish only the proximal and distal third of the ten- 
don. The intrinsic vessels in long tendons are not 
capable of nourishing the central third by anastomo- 
sis with vessels entering from either end. Circulation 
to the central third of long tendons is by intermediate 
segmental vessels entering through disorganized 
paratenon or a definite volar mesentery. In free grafts 
this portion of the circulation is restored through 
postoperative adhesions. Permanent disruption of the 
central blood vessels to normal tendon or mechanical 
prevention of postoperative adhesions around free 
grafts causes cellular death and eventual disintegra- 
tion of collagen bundles. Thus, further search for a 
material to wrap around tendon grafts does not ap- 
pear likely to be rewarding. The development of 
postoperative adhesions seems to be a normal process 
of wound healing and necessary for the restoration of 
adequate blood supply to the graft. Successful shield- 
ing of the graft by a mechanical barrier produced 
central necrosis and failure of healing in the experi- 
ments. —C. Fred Goeringer, M.D. 


Inversion Instability of the Ankle Following Polio- 
myelitis, BARNARD KieicerR. Bull. Hosp. Joint Dis., 
N. Y., 1958, 19: 47. 


THE AUTHOR made a study of patients who had had 
poliomyelitis with paralysis of the muscles of the foot 
and ankle. He defines inversion instability of the ankle 
as an inversion tilting of the talus on stress; the pa- 
tient complains of the ankle giving way, causing fre- 
quent falling. The author classified the feet examined 
into three general categories: 

1. The unoperated feet. Inversion tilting of the talus 
that was not related to the degree of paralysis and was 
only infrequently associated with true instability was 
noted frequently in children. There was less talar 
tilting in unoperated adult feet. 

2. Feet in which soft tissue operations had been 
performed. No increase was noted in the frequency of 
inversion tilting of the talus or the symptoms of inver- 
sion instability. 

3. Feet in which skeletal operations on the tarsal 
bones had been performed. Inversion tilting of the 
talus was more frequent, and more often associated 
with symptoms of inversion instability. 

The author has shown by roentgen studies that the 
talus in a normal ankle often tilts. A major cause for 
inversion tilting may be surgical procedures on the 
tarsal bones in which the anterior and middle fibers 
of the lateral collateral ligaments are severed. 

—Alvin 7. Harris, M.D. 


The Weight Stream in Charcot’s Disease of the Joints; 
The Cure of Perforating Ulcer of the Foot. MICHAEL 
BurMAN and WALTER Perts. Bull. Hosp. Joint Dis., 
N. Y., 1958, 19: 31. 


THE AUTHORS point out that a perforating ulcer of 
the foot, due to neuropathy, may be the result of 
any neurologic lesion, and not necessarily caused by 
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tabes with its characteristic Charcot’s joint. Some of 
the neuropathies are Charcot-Marie-Tooth disease, 
diabetes, leprosy, inflammatory disease of the cauda 
equina, lumbosacral syringomyelia, myelodysplasia, 
and transverse myelitis. The end result is an imbal- 
anced foot, with a cavus deformity or a metatarsal 
equinus. There is also a sensory defect which becomes 
obvious when there is a concentration of pressure 
anteriorly because of the deformity of the foot. The 
authors point out three sites of neuropathic ulcera- 
tion in the unbalanced foot: 

1. The metatarsal head, because of the fixed 
equinus. 

2. Under the cuboid bone and the styloid process 
of the fifth metatarsal in the cavovarus foot. 

3. The toe, when there is a plantar, bony outgrowth 
after absorption of bone. 

The penetrating ulcer begins with the intradermal 
infiltration of blood or serum into the horny callus 
beneath the toe or metatarsal head. This process can 
be aborted by incising the calloused skin to drain off 
these fluids. Infiltration into the deep tissues causes 
perforation and secondary osteomyelitis. To effect a 
cure, the following must be done: 

1. The foot must be balanced. 

2. The infection must be treated, and the bony 
prominences underlying the ulcer resected. 

3. Protection against concentrated weight-bearing 
is necessary. —Alvin J. Harris, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Madelung’s Disease and Its Treatment (La maladie de 
Madelung et son traitement). J. Barcat. 7. chir., Par., 
1959; 77: 282. 


THE AUTHOR’S TECHNIQUE represents an association of 
ulnar resection with the production of an osteoplastic 
bearing surface of the lower articular surface of the 
radius. 

The incision, 6 to 8 cm. in length, is made on the 
medial aspect of the ulna; the muscle tendons are 
pushed out of the way dorsally and ventrally, and the 
fibers of the pronator quadratus muscle are sectioned. 
Through this incision, 3 to 4 cm. of the lower end of 
the ulna is extraperiosteally resected, including the 
head of the lower end of the ulna, its styloid process, 
and the triangular ligament, in order to avoid the 
possibility of an excess of tissue becoming interposed 
between the newly formed bearing surface on the 
lower end of the radius and the underlying navicular 
and lunate carpi. 

This resection exposes the medial surface of the 
lower end of the radius; the periosteal and other tis- 
sues are elevated and cleared back from both the 
anterior and posterior surfaces of this part of the 
radius. 

A chisel cutting laterally and downward (or dis- 
tally) loosens a bone flap, comprising the entire ulnar 
aspect of the radius, from about 2 to 3 cm. above 
the articular cartilage down to just above it. This flap 
is then turned toward the ulna and downward, using 
the articular cartilaginous layer as a sort of hinge. 
The flap should be long enough to completely cover 
the upper surface of the os lunatum and thus com- 


pensate for the normal medial surface of the radio- 
carpal articulation which fails to develop in Made- 
lung’s disease. 

Bone grafts from the excised section of the ulna are 
then placed, spanning the space between the radius 
and its horizontalized flap; the fibroperiosteal tissue 
flaps which were elevated from the surfaces of the 
radius are now sutured over the radial bone flap and 
its supporting ulnar bone grafts to maintain the whole 
in place. 

After the skin is sutured, a plaster cast is applied to 
maintain the wrist and hand in sup‘nation with a 
slight radial inclination. 

This operation has been carried out in 4 instances 
of Madelung’s deformity with excellent functional 
results attributed to the re-establishment of the sta- 
bility of the radiocarpal articulations, the correction 
of the internal or ulnarward and upward subluxation 
of the lunate bone, and suppression of the gruesome 
protuberance of the lower end of the ulna. 

In instances of pronounced radius curvus, osteot- 
omy to correct this curvature may be indicated. If 
there is no marked eversion of the radial articular 
surface ventralward, the osteotomy cut should trav- 
erse the middle of the diaphysial region of the ra- 
dius; if, however, this eversion deformity has dis- 
located the carpal bones anteriorly, the osteotomy 
cut should be placed down near the epiphysis in an 
attempt to correct the anteversion. 

The plastic operation and the osteotomy should be 
separated by an interval of several weeks because of 
the danger, in this habitually poorly vascularized 
region, of producing a stubbornly persistent pseudar- 
throsis. 

Orthopedic methods of treatment should, as a rule, 
be reserved for the earlier and milder deformities 
and should aim at supporting and directing the 
growth of the radius and protecting the wrist against 
any stresses which would favor the development of 
Madelung’s deformity. Especially, orthopedic treat- 
ment should prepare better conditions for subsequent 
surgical intervention, if it is indicated. 


—John W. Brennan, M.D. 


Results in the Treatment of Scoliosis with Turnbuckle 
Plaster Cast Correction and Fusion, Louis A. GoLp- 
STEIN. 7. Bone Surg., 1959, 41-A: 321. 


SIXTY CONSECUTIVE PATIENTS with scoliosis were treated 
by turnbuckle plaster cast correction and spinal 
fusion, 6 too recently to evaluate. These patients 
were analyzed for (1) preoperative correction of the 
curve and maintenance of the correction, (2) the 
technique of spinal fusion, and (3) the incidence of 
pseudarthrosis. Fifty-one of these patients were fol- 
lowed up for 2 years or more, and none less than 14 
months. 

Indications for operation in the cases of idiopathic 
scoliosis were an increasing deformity before growth 
of the spine was complete, an unsightly deformity at or 
after maturity, which could be corrected, and pain. 
The 4 patients with congenital scoliosis were operated 
on because of the degree of deformity. In 21 patients 
with paralytic scoliosis, progression of the curve, de- 
gree of deformity, and instability of the trunk due to 
muscle weakness were the indications for surgery. 
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Patients ranged in age from 8 years and 11 months 
to 26 years. 

Complete roentgenographic survey of the spine was 
made, and the angle of the curve was measured by a 
line marking the superior surface of the top vertebra 
and the inferior surface of the distal vertebra involved 
in the primary scoliotic curve. The deformity was 
corrected preoperatively in a turnbuckle plaster cast 
which included the head and both thighs. A spine 
marker roentgenogram to allow accurate placement 
of the fusion was made after the desired correction 
had been obtained. The author believes that all 
vertebrae in the primary curve must be included in 
the fusion. 

The operation is performed through a large pos- 
terior window in the turnbuckle plaster cast. From 
1939 to 1947 tibial osteoperiosteal grafts were used 
and from 1948 to 1951 bone bank chips, but since 
1952 fresh autogenous iliac bone has been used almost 
exclusively. The posterior two-thirds of the iliac crest 
is exposed and rectangles of cortex are removed from 
the outer table of the ilium. Long strips of cancellous 
bone are also removed. The spine is then exposed on 
the concave side of the corrected curve and the soft 
tissue is reflected subperiosteally and laterally over 
the transverse processes in the thoracic spine and over 
the posterior articulations in the lumbar area. The 
spinous processes are clipped off, and bone flaps are 
turned down from the spinous processes, laminae, and 
transverse processes with a sharp hand gouge. No at- 
tempt is made to interlock the bone flaps. to keep them 
attached at their base, or to preserve any portion of 
the spinous processes of the end vertebrae. Seven to 9 
vertebrae are usually fused in 1 stage. Eight patients 
required 2 stages and 1 patient 3 stages. 

Postoperatively, immobilization in the cast is main- 
tained for 6 months. The patient is then evaluated by 
roentgenography, and a bent cast, which surrounds 
one thigh and has a single shoulder strap, is applied 
for an additional 2 months in the recumbent position. 
A bent cast adapted for walking is then worn for 
another 2 months. 

In the 54 consecutive cases there were 7 instances of 
pseudarthrosis, or 12.9 per cent. In 25 patients, how- 
ever, in whom fresh autogenous iliac bone grafts were 
used, pseudarthrosis occurred only once (4 per cent). 
This is the author’s present method. 

—David E. Hallstrand, M.D. 


The Surgical Treatment of the Slipped Epiphysis 
with Special Reference to Nail Fixation. GuNNAR 
W1BeERG. 7. Bone Surg., 1959, 41-A: 253. 


THE AUTHOR presents a series of 185 cases of slight 
or moderate slipped epiphysis of the femoral head 
which he treated by nailing in three Swedish hospi- 
tals—at Lund in 1942, at Gothenburg in 1948, and 
at Halsingborg from 1946 to 1956. Fixation was ac- 
complished with a three-flanged nail under general 
anesthesia with roentgenographic control. Postoper- 
atively, the patient was allowed full weight bearing 
after 8 days. [hree types of nails were used, and pic- 
tures of them accompany the article. 

Early complications are driving away of the epiphy- 
sis by the nail, bending of the guide wire, and per- 
foration of the cortex of the head by the nail. In late 


complications, the nail may lose its grip in the epiphy. 
sis, because of true gliding or shortening of the nail, 
the femur may fracture at the level of the nail, and 
there may be necrosis of the head. 

In this series there were 7 instances of driving away 
of the epiphysis, 4 of which were corrected im- 
mediately at operation, the other 3 correcting them- 
selves with weight bearing. Aseptic necrosis did not 


occur in any of these patients. There were 3 cases in | 


which the guide wire bent, and in 1 the tip of the 
wire broke off. The fragment did not cause further 
trouble. 

In 15 patients the tip of the nail pierced the cortex 
of the femoral head. If this takes place in the superior 
half of the femoral head, it has been known to cause 
aseptic necrosis. All of these nails were withdrawn a 
few millimeters, and the end results were good. Loss 


of grip of the nail in the epiphysis may be due to true | 


gliding or to growth in the length of the femoral neck 
and occurred in 17 of these patients. All were re- 
nailed, with no further slipping in 16. One, however, 
slipped badly, and a wedge osteotomy of the neck was 
performed. Necrosis of the head later developed. 
Four other patients suffered fracture of the femur 
at the level of the head of the nail. They were treated 


in the usual way and suffered no complications of the | 


hip joint. 


Necrosis of the head occurred in only 2 cases in © 


this series of 185 patients and in 1 was only partial 
and later healed. Thus there was only 1 patient with 
a poor end result. The author believes, therefore, 
that nailing is a satisfactory method for the treatment 
of slight and moderate slipping of the epiphysis. He 
does not believe that the unaffected side should be 
nailed as a prophylactic measure, as some have sug- 


gested. He believes a comparison of this method with © 


Howorth’s bone peg method shows fewer complica- 


tions for the latter, but it has the disadvantage of 2 


months of no weight bearing. 

In patients with pronounced slipping of the epiphy- 
sis, function of the hip is poor and osteoarthritis is 
likely to develop. The methods of treatment have been 
subtrochanteric osteotomy, replacement and fixation 
of the epiphysis, and wedge osteotomy of the femoral 
neck. Of these methods the latter seems to enjoy the 
most popularity, but the author believes that wedge 
osteotomy of the neck should be advised cautiously. 

—David E. Hallstrand, M.D. 


Fracture of the Os Calcis and Its Treatment. Arne 
ARNESEN. Acta chir. scand., 1958, Suppl. 234. 


THE AUTHOR describes his treatment for fracture of the 
os calcis and presents material collected over a 10 


year period, representing 77 cases. The fractures were | 


divided into three categories: 

1. Tongue type fractures. 

2. Depression type fractures. 

3. Stamp type fractures. 

The treatment was reduction with the aid of trac- 
tion, countertraction in the metatarsals and in the 
longitudinal direction of the leg, compression by 
clamp, and maintenance by traction. The tongue 
type fractures were not treated successfully by this 
method, whereas extra-articular and intra-articular 
fractures of the depression type and stamp type were 
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well reduced and maintained. Traction was applied 
for 6 weeks, and weight bearing was permitted after 
the twelfth week. A paste boot rather than a plaster 
of Paris cast was applied after the traction was re- 
moved. Exercise therapy is instituted from the first 
day of treatment. The result of this active treatment 
has averaged good results in 65 per cent of cases. 
—Alvin J. Harris, M.D. 


FRACTURES AND DISLOCATIONS 


Treatment of Supracondylar Fractures of the Hu- 
merus in Children. FREDE Bro-RasmussEN, HANs- 
GrorG IvEeRsEN, and Laura Kurz. Acta chir. scand., 
1958, 116: 134. 


SUPRACONDYLAR FRACTURE of the humerus is the 
second most common fracture in children. In most 
cases it is a so-called extension fracture, with the frac- 
ture line usually running transversely and extending 
backward and upward. Many methods of treatment 
have been used because, in cases with displacement, 
reduction and maintenance of position are very dif- 
ficult. Conservative treatment which usually gives a 
good functional result is still generally preferred. 
The authors believe that none of the principles of 
treatment offers essential advantages over the others 
and that, although the functional end result always 
seems to be satisfactory, the anatomic and cosmetic 
results are frequently poor. 

The authors present a series of cases from 3 different 
hospital departments. All were treated conservatively 
by 3 different methods of reduction. The fractures 
were Classified as group 1, only slight displacement or 
fissure, group 2, displacement less than the width of 
the bone, but with axial and rotary displacement, and 
group 3, displacement exceeding the width of the 
bone. 

Twenty patients from the Rigshospitalet, Copen- 
hagen, Denmark, were treated between 1951 and 
1956, 16 patients from the same hospital were treated 
between 1953 and 1957, and 22 patients from the 
Kommunehospitalet in the same city were treated 
from 1956 to 1957. In the first group, manual reduction 
followed by primary application of a circular plaster 
cast from the shoulder to the metacarpophalangeal 
joints was the method of treatment. No complications 
ascribed to the method of treatment occurred, and in 
all cases function of the arm was satisfactory. The 16 
patients in the second group were treated by circular 
plaster casting or a posterior plaster splint if they were 
in group 1. Fractures of group 2 were reduced on a 
Persson’s frame and immobilized in a thoracobrachial 
plaster cast for 8 weeks. The group 3 fractures were 
similarly reduced and casted for 5 to 13 weeks. The 
arm was always immobilized with the elbow flexed at 
a right angle and the forearm in pronation. The 
functional result was good in all cases. Group 1 pa- 
tients from the Kommunehospitalet were immobilized 
with a posterior plaster splint or a cardboard splint 
for 3 to 4 weeks. Those patients in groups 2 and 3 
had reduction in the supine position performed under 
general anesthesia, with the arm in 90 degree ab- 
duction. Traction was applied to the extended fore- 
arm, followed by maximal flexion of the elbow, and 
simultaneous pronation of the forearm, provided the 


radial pulse did not weaken. The arm was then im- 
mobilized in anterior and posterior plaster casts. 
Immobilization was maintained for 5 to 7 weeks. Re- 
sults of treatment from all three services were regarded 
as fairly good in 6 and poor in 12. 

A detailed discussion of the anatomic forces which 
cause the displacement in the supracondylar fractures 
is contained in the.article. 

The authors believe that the simplest method of re- 
duction and treatment will give the best results and 
that operative treatment should be considered only 
when conservative methods have failed or when injury 
to the vessels or nerves has occurred. 

— David E. Hallstrand, M.D. 


Physiological Treatment for Fractures of the Meta- 
carpals and Phalanges. Preston J. BuRNHAM. 7. Am. 
M. Ass., 1959, 169: 663. 


A TECHNIQUE of reducing and splinting finger and 
hand fractures with the use of a special aluminum 
splint is presented. The author believes that control 
of the wrist and hand prior to reduction of the frac- 
ture is more effective than an attempt to reduce the 
fracture and then fix the forearm and hand. Prior 
fixation of the wrist and forearm allow for relaxation 
of the muscle tendon systems which cause distortion 
of the fracture. 

The method entails the use of a special aluminum 
splint which is fixed to the forearm and hand with 
plaster of paris and gauze. Under regional anesthesia 
the fracture is manipulated over the padded aluminum 
splint and taped to the splint. Elastic adhesive is then 
applied to reduce swelling. Roentgenograms can 
then be taken through the aluminum to ascertain the 
reduction. The method obviates open reduction, 
internal wires, and elastic traction. 

In thumb fractures, the same technique is used but 
a specially designed splint is used. Fractures of the 
metacarpal neck with depression of the metacarpal 
head are treated similarly but with the splint applied 
on the dorsum of the hand and forearm. 

The author reports excellent restoration of function. 

— Richard G. Saxon, M.D. 


Posterior Traumatic Luxations of the Shoulder (Luxa- 
tions postérieures traumatiques de |’épaule. A propos 
de six luxations traitées en un an). J. PioLiet, J. 
Maoneg, M. Davin, and L. Prapgau. Sem. hép. Parts, 
1959, 35: 888. 


THIS RARE TYPE Of shoulder dislocation (1.5 to 2 per 
cent of all shoulder luxations) has been well studied; 
however, the authors present this material because of 
the rather odd circumstance of all occurring in 1 year 
and because of the interesting findings in the 1 bi- 
lateral case with evidence of associated nerve damage. 

This bilateral condition resulted from an epileptic 
attack; 2 other patients received their injury as a re- 
sult of the convulsions incident to convulsive therapy 
for psychopathic conditions, and the other 2 were the 
result of traffic accidents. 

From the experience gained in this series of cases 
the authors emphasize the need for routine roentgen- 
ographic examination for all shoulder injuries. Partic- 
ularly stressed is the necessity for the roentgenogram 
taken in frontal projection (profile view). This view 
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enabled the diagnosis of a pure, simple dislocation in 
1 instance, without associated lesions; another patient 
had an associated fracture of the tuberculum minus 
humeri with the dislocation; a third injury combined 
the dislocation with a fracture involving the lesser 
tubercle and a portion of the caput humeri; 2 others 
comprised an association of the dislocation with a 
fracture of the anatomic neck of the humerus, and 
the remaining injury consisted of the dislocation 
combined with a fracture of the surgical neck of the 
humerus. 

The fracture of the tuberculum minus humeri 
(right shoulder) and that of the surgical neck (left 
shoulder) occurred in the same patient. 

In the surgical treatment of these dislocations the 
authors prefer an incision of their own devising, the 
superexternal vertical approach with denudation of 
the acromial arch. It consists of a transdeltoid ex- 
posure of the articulation with section of the supra- 
spinatus tendon. This incision affords an excellent 
exposure, but care should be taken not to injure the 
circumflex nerve, that is, the cut is not carried down 
too low on the deltoid muscle. The displaced head 
of the humerus is replaced in the socket and, if there 
is an anatomic or surgical fracture, the head is fas- 
tened to the humeral shaft with screws. The limb is 
then abducted in an orthopedic brace but not im- 
mobilized too rigidly. After a few days cautious mo- 
bilization of the joint should be initiated. 

In the patient with the bilateral dislocation, there 
was, after recovery of consciousness, complete paral- 
ysis of both upper extremities, associated with atro- 
cious pain extending from the hands to the shoulders. 
The neurologist diagnosed diplegia, predominating 
on the right side. 

The displacement on the right side could be re- 
duced manually, and the right arm was put in the 
hand-in-the-back position. Some days later the left 
side was operated on. The joint was approached from 
the rear, and the posteriorly displaced head was ex- 
tracted en bloc with the proximal fragment of the 
humerus. The distal fragment was approximated to 
the joint surface of the scapula. Both shoulders were 
then put in an orthopedic splint in an abducted 
position. Three weeks later the splints were removed 
and kinesthetic treatment was instituted. Results 
were meager; trophic troubles developed in both 
hands, particularly severe in the right. Four months 
after the intervention the paralysis was still marked. 
At present, the right hand is still functionally useless. 

— John W. Brennan, M.D. 


Fractures of the Scapula (Die Brucche des Schulter- 
blattes). J. Fazaxas, E. GHERMAN, J. Vorna, and 
P. ANDREESCU. <bl. Chir., 1959, 84: 134. 


THE AUTHORS REPORT 34 cases of fractured scapulae. 
The age of the patients was from 17 to 75 years. In 28 
cases the fractures occurred after direct trauma, mostly 
in miners and lumber workers. In 1 case the fracture 
was caused by a cyst in the neck of the scapula. In 8 
cases other injuries involving the shoulder girdle and 
the spine were present. In these, the recognition of the 
fractured scapula was difficult. 

The diagnosis in all cases was made by a roentgeno- 
gram. The authors warn that the vascular channels of 





the scapula are very difficult to differentiate from a 
fissure fracture. An anteroposterior view of the shoulder — 
was sufficient in most cases for a diagnosis. In some } 
cases an abduction view of the scapula was required, _ 
the plate being held against the abducted scapula. 

Ten patients had a fissure type of fracture of the 
scapula close to the collum chirurgicum. In 18 cases 
the body of the scapula was involved. In the rest of the 
patients the fracture extended through the angulus 
articularis, the fossa, the acromion, and the coracoid 
process. Three patients had a stellate type of fracture } 
through the body of the scapula. 

In 33 cases the treatment was conservative, consist. 
ing of immobilization in a sling or an abduction splint, | 
In only 1 case was wiring of the acromion process 
necessary. In all patients the functional end results 
were excellent, even in a few cases that showed an | 
anatomic malalignment of the fracture. i 

Roentgenograms and drawings which are included } 
in the article clearly demonstrate the variety of frac. | 
tures discussed. —George B. Wichman, M.D. 


Fractures and Dislocations of the Cervical Spine 
(Fractures et luxations du rachis cervical). J. E. 
Paituas and R. SEDAN. 7. chir., Par., 1959, 11: 50. 


FORTY-NINE CASES of fracture, dislocation, and frac- | 
ture-dislocation of the cervical spine were studied. } 
Thirty-five of these patients had neurologic symptoms. 
In 20 patients the cause of the injury was a fall. 
Seventeen patients were injured in traffic accidents and 








5 of the patients were injured when diving. 

Both hyperextension and hyperflexion may cause 
lesions of the cervical spine. Hyperflexion is more fre- | 
quent and, for the most part, produces a lesion of the 
lower cervical spine. A wedge-shaped vertebral body | 
is usually seen on the roentgenogram. Hyperextension 
injuries, however, may be accompanied by severe 
neurologic findings without radiologic signs. 

The authors studied separately the lesions of the five 
lower. cervical vertebrae and those of the two upper 
vertebrae. Among 38 patients with lesions of the five 
lower vertebrae fifteen important deformities and 
twelve minor deformities were noted. Two facts are 
important: cervical lesions may occur without much 
pain or stiffness and lesions of the lower cervical spine 
are more often accompanied by neurologic signs than 
the lesions of the upper vertebrae. 

In the second group were 11 patients with lesions of 
the two upper vertebrae. Since the atlas is firmly fixed 
to the occiput and the ligaments between the atlas 
and the epistropheus are rather loose, dislocations 
occur in most instances between these two vertebrae. 
A very serious injury is usually the cause. Forward ' 
displacement occurs more often than backward dis | 
placement. Paralysis is less frequent because of the 
larger size of the medullary canal. Secondary displace- 
ment happens frequently because of the absence of 
callus formation, caused by imperfect reduction or 
immobilization. Aseptic necrosis of the dens epi- _ 
strophei undergoing lysis may be the cause of second- 
ary signs of paralysis. A standard roentgenogram 1 
usually insufficient to show the lesions between these 
vertebrae and laminograms are very important. 

The authors consider skull traction the best treat- 
ment for cervical lesions. Reduction is obtained with 
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5 to 10 kgm. and maintained by a weight of 2 to 4 
kgm. for 5 or 7 weeks. When reduction is not accom- 
plished by skull traction, open reduction should be 
performed. An early laminectomy between the fifth 
and eighth day is indicated whenever important neu- 
rologic signs are present. The laminectomy is com- 
pleted by a fusion with bone grafts. To the authors 
bone grafting is to be preferred over wiring of the 
spinous processes, although the procedure is very diffi- 
cult in the case of the first and second vertebrae when 
a fixation to the occiput is needed. 


—J.C. Mulier, M.D. 


The Advantages of Early Spine Fusion in the Treat- 
ment of Fracture-Dislocation of the Cervical Spine. 
H. Francis Forsytu, EBEN ALEXANDER, COURTLAND 
Davis, JR., and Rosert UNpDERDAL. 7. Bone Surg., 
1959, 41-A: 17. 


In 1957 Rogers showed that skull traction gave the 
best protection to the spinal cord during the period 
of definitive treatment following fracture-dislocation 
of the cervical spine, and that wire internal fixation 
with cervical spine fusion provided the most reliable 
stabilization of the vertebrae. Analysis of the present 
authors’ cases leads them to the same conclusion. 
One hundred and five patients with fracture-dis- 
location of the cervical spine were observed. Twenty- 
four were unsuitable for this study. Eighty-one were 
considered for internal fixation and spine fusion 
early in the course of their treatment. In addition, 
3 patients with recurrence of the deformity subse- 
quently had a spinal fusion, which made a total of 
84 cases. The injury occurred to patients of almost 
any age. An automobile accident was by far the most 
frequent cause of the injury. Fifty-two of the patients 
had neurologic changes when admitted to the 
hospital. Twenty-three of the 81 had injuries to the 
first and second cervical vertebra while the remaining 
58 had injuries to the vertebra below the second 
cervical vertebra. Seven deaths occurred, 5 due to 
head injury, one death was due to infarction of the 


| cord and another pulmonary embolism. 


In the emergency room 5 to 7 pounds of head 
halter traction was applied if a cervical spine injury 
was suspected. When patients had obvious neuro- 
logic changes, from 15 to 20 pounds of skull traction 
was applied by means of Crutchfield tongs. Roent- 
genograms were then obtained. These included antero- 
posterior, lateral, oblique, and open-mouth views of 
the cervical spine. Flexion and extension views were 
not taken until the original films were interpreted. 

When there was a severe cord injury the patient 
was placed on a turning frame, but if there was slight 
neurologic involvement, he was placed in bed. 
Reduction of the deformity was accomplished by 
skull traction, with 10 to 40 pounds of weight in 
accord with the type of lesion. Muscle relaxants were 
used if needed. The progress of the reduction was 
checked at intervals of 15 to 30 minutes. The reduc- 
tion was accomplished with a straight pull. When 
reduction was complete, the neck was hyperextended 
over the edge of the mattress and the weight reduced 
to about 10 pounds. Reduction of the deformity in 
this fashion did not cause or increase paralysis in any 
case. 


No definite list of indications for fusion of the cervical 
spine has been established. The purpose of the opera- 
tion is to protect the spinal cord and nerve roots. 
Therefore the patients who have fractures which 
might lead to residual or recurrent deformity are 
selected for fusion. Fractures of the odontoid process 
with displacement and rupture of the transverse 
ligament of the atlas and atlantoaxial dislocation are 
lesions that heal poorly and redisplace easily. Four- 
teen of 18 injuries of this type were subjected to 
cervical spine fusion. Fracture dislocations with frac- 
tured articular processes are difficult to immobilize 
and therefore frequently require fusion. Flexion in- 
juries with only a compression fracture of the anterior 
part of the vertebral body and extension injuries with 
very little bone damage usually do not require cervical 
spine fusion. 

The timing of the operation varies somewhat with 
the general condition of the patient. A patient with 
an uncomplicated injury should be ready for fusion 
within one week. At times emergency procedures 
may be indicated if there is a persistent block on spinal 
tap and the myelogram shows persistent cord pressure. 

The operation is done with the head in moderate 
traction by means of Crutchfield tongs. Exposure is 
always made by sharp dissection; pressure and pound- 
ing are avoided. Hemilaminectomy is performed, if 
indicated, in order to reveal a ruptured disc or a 
bone fragment causing peristent pressure. Reduction 
of the fracture-dislocation can be accomplished under 
direct vision if it has not already been obtained. 
Internal fixation of the vertebrae is accomplished 
with 20-gauge stainless steel wire. In fractures below 
the axis, usually the spinous processes of three verte- 
brae are wired together. Bone grafts are used. They 
are placed next to the base of the spinous processes 
and held snugly in place by tightening of the fixation 
wires. Grafts cut in the form of match sticks are added 
over the laminae and posterior articulations. The 
use of ribs taken from the bone bank has been found 
to be very satisfactory and considerably reduces the 
time and shock of the operation. If extensive decom- 
pression of the cord has been carried out, four verte- 
brae may be fused instead of three. 

When the odontoid process is fract:red or there is 
a tear of the transverse ligament with atlantoaxial 
dislocation, the first three cervical vertebrae are fused. 
Two patients with this injury in whom only the first 
two vertebrae were fused, showed recurrence of the 
displacement. 

Following the fusion, 5 pounds of head traction 
is maintained for a week or 10 days. In most in- 
stances, only a light cervical brace is worn instead 
of the heavy Minerva cast. Braces are usually removed 
after 4 to 6 months when the fusion is solid. 

Of the 84 patients treated, 38 were treated by 
internal fixation and spinal fusion, while 46 were 
treated by other methods. 

— Robert D. Larsen, M.D. 


Traumatic Fractures of the First Rib (Le fratture 
traumatiche della prima costa). U. Gicu. Chir. org. 
movim., 1959, 46: 300. 


THREE cCasEs of fracture of the first rib are reported. 
These cases are believed to be of interest because of 
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the rare type of the injury and the difficulties com- 
monly encountered in the interpretation of the 
mechanism of fracture concerned. 

The first patient was a 35 year old robust male who 
was thrown violently from his motorcycle to the 
ground. When he regained consciousness he com- 
plained of pains in the right epigastrium and right 
side of the chest. Crepitus was felt in the swollen left 
supraclavicular region. 

The roentgenographic examination brought to light 
an isolated fracture of the middle third of the left first 
rib. Under penicillin and streptomycin protection the 
patient made rapid recovery and was discharged for a 
period of rest at home on the twenty-third day. 

The author interprets the mechanism of fracture in 
this instance as consisting of a violent blow to the 
right shoulder and scapular region with the force 
transmitted to the left by the right clavicle, resulting 
in hyperflexion and fracture of the first rib on the left 
side. 

The second patient was a 51 year old robust male 
who received a violent blow in the region of the neck 
and was brought to the hospital as an emergency, 
complaining of severe pain on inspiration in the region 
of the apex of the left side of the chest. 

The roentgenographic examination disclosed a frac- 
ture line between the anterior and middle thirds of 
the left first rib. A left upper pneumothorax was 
present, and the shadow of a piece of bone which had 
apparently been detached from the transverse 
apophysis of the seventh cervical vertebra. The patient 
demanded his release and was sent home in an am- 
bulance. 

The author believes that the fragment from the 
transverse apophysis indicates the participation of a 
violent contraction of the scalenus muscles in the 
mechanism of this fracture. By their elevation of the 
first rib, the clavicle provided the point of resistance 
which produced the fracture. 

The third patient was a 22 year old robust male 
whose automobile was struck, hurling the patient 
against the other side of his car. He struck the left 
side of his head, shoulder, and body and lost con- 
sciousness. On admittance he had recovered con- 
sciousness but was in a mild state of shock, preferred 
an orthopneic position of the body and complained of 
inspiratory pain. There was a laceration on the left 
side of the head. 

The roentgenographic examination disclosed an 
irregularity of contour of the anterior extremity of the 
left first rib where a transversely disposed fracture line 
was visible. There was a partial collapse of the left 
upper pulmonary lobe with rather extensive sub- 
cutaneous emphysema in this area. 

During the 5 days in the hospital there were some 
mild rises of temperature but no other symptoms or 
complications; the patient was placed in an elastic 
plaster dressing and permitted to go home. 

The mechanism of fracture in this instance is be- 
lieved to consist of a crushing force which hyperflected 
the first rib and produced the fracture. It is likely 
that the patient jerked his head backward in a de- 
fensive gesture, thus bringing the contractile force of 
the scaleni into participation in the fracture mecha- 
nism. — john W. Brennan, M.D. 





Treatment of Open Comminuted Fractures of the Legs 
with Extensive Soft Tissue Damage (Zur Behandlung © 
offener Truemmerfracturen des Unterschenkels mit 
ausgesprochener Weichteilverletzung). W. Orr. Helvet. 
chir. acta, 1958, 25: 496. 


THE AUTHOR REVIEWS 30 cases of open comminuted | 
fractures involving the lower extremities. History and 
type of treatment of every individual case are de- 
scribed in detail. The literature on the subject is | 
reviewed. ) 

The author suggests the following plan for treat. 
ment: 

1. Careful surgical debridement of the wound. All | 
damaged avascular tissue fragments are excised. The 
wound is thoroughly irrigated. 

2. Loose bone splinters are removed, since in many 
instances the splinters, deprived of blood supply, 
become infected. 

3. Osteosynthesis is accomplished. It should solidly 
immobilize the fracture. The type of internal fixation 
depends mostly on the location of the fracture. In 
some instances a primary bone graft has been success- 
fully used by the author. 

4. At all costs, a primary closure of the wound 
should be performed. If the tension on the wound 





edges cannot be released by a release incision, a | 
primary split thickness graft can be used to cover the © 
exposed area. 

5. Pressure dressings should be used in order to 
prevent a postsurgical edema. The extremity should 
be immobilized in a posterior splint and elevated. 


6. Antibiotics should be given immediately. In | 


infected wounds the sensitivity of the organism should — 
be established. No weight bearing should be allowed 
for at least 6 months in patients with chronic osteo- 
myelitis. The immobilization should be supplemented | 
with a vitamin and protein rich diet. Frequent blood 


pk oP 


transfusions should be given for replacement of protein. ~ 


7. On the third day after surgery the author has 
been using anticoagulants and vasodilating drugs in 
order to relieve muscle spasm at the site of fracture 
and to improve the circulation in the extremity. 








ai ate 


8. In the recovery stage the use of physical therapy 


is bracing. —George B. Wichman, M.D. 

Fatigue Fractures of the Metatarsal Bones and the 
Tibia. (Text in Greek). M. G1atas and P. ANDREADB. 
Helliniki Iatriki, 1959, 28B: 39. 


THE AUTHORS report 3 cases of fatigue fractures of the 
metatarsal bones and 1 of the tibia observed in Greek 
soldiers. These patients were treated at the General 


Military Hospital in Salonica, Greece. None gave a [7 
history of trauma and all had vague symptoms, main- | 
ly persistent pain. Three of the patients were 22 | 


years old and the fourth was 23. The authors point — 


out that these individuals were subjected to prolonged | 
marches during their military exercises, whereas as | 
civilians they were never accustomed to walking | 
long distances. Two of the soldiers gave a definite | 


date of onset of symptoms after a prolonged march 
of 12 and 16 kilometers, respectively. The third had 
a history of some slight weakness of the right leg 
since childhood but he could not determine the date 
of onset of persistent pain over his right foot, which 
gradually became edematous. The fourth patient was 
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walking with his foot inverted for about 4 months due 
to an ingrown toenail. 

All these patients were first treated by their battalion 
physicians for different conditions, mainly possible 
rheumatic arthritis. Because this treatment did not 
give any results, these soldiers were sent to the Gen- 
eral Military Hospital for roentgenograms, which 
proved the presence of fractures. The site of the 
fracture was the right fourth metatarsal in 2 cases, 
the left second metatarsal in the third case, and the 
upper third of the right tibia in the fourth case. All 
of these patients were treated conservatively with 
plaster casts, and solid union with good result was the 
outcome in all. Of interest is the fourth case involving 
the right tibia, because the original roentgenograms 
did not show any fracture line, and the finding was 
marked periosteal thickening. 

Because of the lack of any history of trauma and 
the unusual site for fatigue fracture, the possibility of 
neoplasm was considered, and the patient was sub- 
jected to exploratory operation, at which time a 
fracture with marked callus formation was found. 

The diagnosis is not difficult to make, provided 
that this condition is kept in mind, especially in cases 
with a history of long walks. and that a roentgeno- 
graphic examination is ordered. There are many 
theories to explain the pathogenesis of such fractures. 
Some believe that they are due to muscular pulling 
or overextension of the foot during military exercises, 
or to stress. Recent experimental evidence supports the 
theory that death of bone cells due to nutritional 
ischemia at one particular point is the most important 
factor. — Michael G. Seremetis, M.D. 


ORTHOPEDICS IN GENERAL 


The Extension-Traction Treatment of Injuries of the 
Cervical Spine (Zur Dauerextensionsbehandlung der 
Halswirbelsaeule). W. Herton. Chirurg, 1959, 30: 104. 


THE AUTHOR DESCRIBES modified skull tongs which he 
has been using in fractures and dislocations of the 
cervical spine. In contrast to Crutchfield’s tongs, 
which are inserted in the parietal region of the skull, 
the author’s tongs are introduced in the temporal 
region, just above the ear, in the line of the facet 
joints of the cervical spine. 

The tongs consist of two blades 28 cm. long which 
at the distal end are united by an adjustable hand 
screw on the top and a turnbucklelike screw slightly 
below it. This allows an exact side pressure control. 
The proximal end of the blades has two spikes 20 mm. 
long which are attached at a 75 degree angle in re- 
lationship to the main blades. The spikes taper off at 
the ends for a distance of 1.5 to 2 mm. The tongs are 
inserted after two drill holes are made in the skull 
with a safety drill. The drill perforates only the ex- 
ternal table of the skull. The spikes of the tong are 
introduced into the drill holes. and the side pressure 
is adjusted with the upper screws. The incision is 
sealed with felt, and traction is applied. When ambu- 
lation is necessary. the distal end of the tongs is at- 
tached to a cervical bracelike apparatus with two 
upright bars which fits over the shoulders of the pa- 
tient. The amount of traction in kilograms is regulated 
by a sphygmomanometerlike device. 





Twenty-one patients with a variety of cervical spine 
injuries were treated in traction with the author’s 
tongs. The longest duration of traction was 7 weeks. 
Complications did not develop in any of the patients. 
After the tongs were removed. the wounds in the scalp 
healed uneventfully. In no instance did the tongs pull 
out or perforate the internal table of the skull. 

The author suggests that. in contrast to the Crutch- 
field tongs, his tongs are simplified in construction 
and do not require any readjustment after the inser- 
tion. The patient has a.considerable freedom of move- 
ment while in traction. The application is simple. The 
indications are the same as for Crutchfield tongs. 

A few diagrams demonstrating the tongs, and 
roentgenograms demonstrating reductions of subluxa- 
tions of the cervical spine are included in the article. 

—George B. Wichman, M.D. 


Histopathologic Consideration of the Behavior of the 
Round Ligament in Congenital Dislocation of the 
Hip (Considerazioni istopatologiche sul comporta- 
mento del legamento rotondo nelle anche congeni- 
tamente lussate). Mario Bont and Carto Motta. 
Ortop. traumat. app. motore., 1958, 26: 813. 


THERE IS NO UNANIMITY Of opinion as to the impor- 
tance of the ligamentum teres femoris in physiopa- 
thology of the hip. Some writers believe that the liga- 
ment performs solely a mechanical function, namely, 
limits articular movements or reinforces the articular 
capsule. Other authors maintain that the main func- 
tion of the ligament is carrying blood vessels. 

Comparative anatomy is not able to elucidate the 
significance of ligamentum teres femoris in man. 
Ontogenetic studies contribute not much more than 
do phylogenetic investigations. While certain writers 
consider the ligament to be of skeletal formation, 
derived from the articular capsule, other investigators 
maintain that in early embryonal life the ligament is 
extra-articular and only in later stages assumes an 
intra-articular location. 

In adults variable forms of ligamentum teres fe- 
moris, ranging from a strong fibrous cord to a slim 
fibroadipose formation, may be found. Numerous 
authors are of the opinion that blood vessels of the 
ligament forrn anastomoses with epiphysial arteries. 
However, the importance of the ligamentary blood 
vessels is still subject to discussion. 

The authors studied histologically and histochemi- 
cally the ligamentum teres femoris in 18 cases of 
congenital dislocation of the hip and found 3 types of 
alterations: (1) changes in the general structure, in the 
form of splitting into secondary bundles and the ap- 
pearance of clefts, (2) changes in the vascular system, 
such as congestion or thrombosis, and (3) necrosis and 
degeneration of the tissue proper which may become 
atrophic. 

Such changes are attributable to either mechanical 
factors, such as traction and compression of the liga- 
ment, or trophic disturbances resulting from a trauma. 

The results of the study contradict the theory that 
disturbances involving the nutrient blood vessels of 
ligament are responsible for disorders of the growth of 
the epiphysial nucleus of the femoral head or for 
osteochondritis, which may follow reduction of the 
dislocated hip. —Joseph K. Narat, M.D. 
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Injuries to Amputees. Kauxo A. SoLonen. Ann. chir. 

gyn. fenn., 1958, 47: 428. 

AN ANALYsiIs of trauma sustained by upper and lower 
limb amputees is presented. Information was derived 
from a mailed questionnaire to which 1,803 service- 
able replies were received; 358 patients (19.9 per 
cent) reported trauma. Minor trauma was not in- 
cluded. The average time elapsing from the time of 
amputation was 15 years. Heavy manual workers 
made up 44.7 per cent of the patients and light 
manual workers made up 26.5 per cent of these 
amputees. 

In lower extremity amputees the greatest number 
of accidents occurred when using the prosthesis. 
Strangely, below knee amputees sustained a large 
number of accidents when not using a prosthesis or 
crutches. Apparently, the above knee amputees are 
more careful when they are without support. In- 


juries occurring from failure of the prosthesis and 
motorcycle accidents are also frequent causes. The 
author lists the type of trauma sustained. 

A fall was most frequently the cause of injury in 
above the elbow amputees, but motorcycle accidents 
caused the majority of injuries in below the elbow 
amputees. The upper limb amputees are more 
capable of handling their vehicle than the lower limb 
amputees. The falls of above the elbow amputees 
usually result in more serious trauma than those of 
below the elbow amputees. 

The author believes that amputees are more prone 
to serious accidents than normal individuals. It is 
interesting to note that an average of 15 years passed 
in all of the cases before serious trauma occurred; 
also, the more serious accidents befell those who had 
the less serious amputation. 

— Richard G. Saxon, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Dangers of Aortography and of Arteriography of the 
Extremities (Les dangers de l’aortographie et de l’ar- 
teriographie des membres). J. FERRAND, J. PEGULLO, 
and Ci. Evsaz. Ann. chir., 1958, 12: 1325. 


ALTHOUGH some of the serious accidents that follow 
aortography and arteriography result from errors of 
the operator, there are dangers inherent in the method 
itself. The authors have seen 6 complications worth 
reporting. 

In 3 instances of peripheral arteriography throm- 
bosis of the main arterial trunk or its collaterals en- 
sued. Cutaneous ischemia and gangrene in the dis- 
tribution of the superficial branches of the femoral 
artery developed within 24 hours after the injection of 
30 to 40 c.c. of a mixture of 50 per cent and 70 per 
cent acetiodone after the manner of Dos Santos. In 1 
case the outcome was uneventful; in another, granula- 
ting wounds resulted; and in the third, fatal uremia 
followed shortly. 

Spasm of the main arterial trunk after injection can 
be recognized by loss of distal pulsations and by color 
and temperature changes. To avoid thrombosis prompt 
therapy is needed. If intra-arterial procaine or lumbar 
sympathetic blocks do not relieve the condition, the 
authors advise prompt exposure of the artery and 
have been pleased with the relief of spasm by peri- 
arterial sympathectomy. Removal of clots or even by- 
pass grafts may also be necessary. 

After injection of the dye an initial vasoconstriction 
is followed by vasodilation, with consequent stasis, 
that leads to ischemia and, in extreme cases, to gan- 
grene. Inflammation of the small arteries and arte- 
rioles becomes apparent histologically when perma- 
nent damage ensues. In addition to the vascular 
change, the dye may exert a direct toxic effect on 
muscle tissue, creating changes similar to those of 
Volkmann’s contraction. 

The concentration of the dye and the quantity in- 
jected, particularly into the femoral artery, play an 
extremely important part in producing complications. 
The authors believe tri-iodinated salts are the least 
harmful dyes. Syringe injection of the dye, preceded 
and followed by procaine, is recommended. To avoid 
forcing large amounts of the dye into the small sub- 
cutaneous branches of the femoral artery, a prelimi- 
nary injection of 3 c.c. of dye can be made to assure 
that the point of the needle is not opposite the mouth 
of a small collateral. 

During aortography the authors have witnessed 1 
death from shock within an hour. Hemorrhage from 
the aorta may occur. Peripheral arterial thrombosis in 
the legs developed in 1 patient, who fortunately recov- 
ered after a week of severe calf pain. 

Toxic nephritis is frequent if dye is injected directly 
into the renal artery. When both kidneys are involved, 
death may ensue from renal failure. Obstruction at 
the aortic bifurcation predisposes to massive flooding 
of the renal arteries with dye. For this reason, aortog- 


raphy is not carried out in cases of Leriche’s syn- 
drome and aortic aneurysm. Repeated injections of 
dye are particularly harmful to renal tissue. Treat- 
ment consists of the usual measures to combat renal 
shutdown, plus infiltration of procaine about the renal 
pedicle. The authors have witnessed 1 severe but non- 
fatal reaction after injection of the right renal artery. 

Neurologic complications likewise result from large 
quantities of dye being forced into lumbar and spinal 
arteries. These complications are serious and carry a 
guarded prognosis. Repeated injections of dye, par- 
ticularly in the presence of obstruction at the bifurca- 
tion, predispose to this calamity. 

Thrombosis of mesenteric arteries may follow direct 
injection of dye into these vessels. Varying degrees of 
intestinal damage develop, which on occasion are 
fatal. 

Three cases of chylothorax after aortography have 
been collected by the authors. 

In summary, because of the complications, arteriog- 
raphy and aortography should be performed only 
when distinct indication exists and never for routine 
diagnostic purposes. —John H. Wulsin, M.D. 


Congenital Arteriovenous Fistulas of the Face and 
Neck. KenNetTH D. Devine, OLiver H. BEAnrRs, 
Stran.ey A. Lovestept, and Joun B. Ericu. Plastic @ 
Reconstr. Surg., 1959, 23: 273. 


CONGENITAL ARTERIOVENOUS FISTULAS differ from the 
more common traumatic kind in that they may be 
multiple but usually produce less marked general 
effects and, in particular, are not likely to cause 
cardiac changes. Their effect on nearby blood vessels, 
however, can be important. Arteries dilate and 
weaken; collateral veins expand; and new fistulas 
and ruptures form. 

The complications of untreated arteriovenous fis- 
tula—even in the head and neck—are so dangerous 
that treatment should not be deferred. Preoperative 
roentgenograms can give valuable warnings of erosion 
of bone, but usually the vascular details are too con- 
fusing for angiography to clarify. 

Reports of 2 cases confirm the principle that sur- 
gical treatment must consist, in probably all cases, 
of extirpation or radical amputation if at all possible. 
Simple ligation of large arteries proximal to the 
fistula rarely, if ever, cures and often results in 
gangrene. 

Sometimes unsuspected fistulas rupture at opera- 
tions directed to other problems. In dealing surgically 
with undiagnosed and with known fistulas of the 
head and neck, bleeding is controlled better by 
pressure than by ligation of large arteries. 


Congenital Absence of Venous Valves as a Cause of 
Leg Ulcers. A. Lopin, N. Linpvatt, and H. GenrTeE.e. 
Acta chir. scand., 1959, 116: 256. 


AFTER A BRIEF REVIEW Of the literature 2 cases of 
chronic leg ulcer are reported. The patients were 
sisters, and the onset occurred at ages 14 and 18 
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years, respectively. No varicosities, leg ulcers, vas- 
cular disease, or malformations are recorded in the 
entire family. 

At the age of 11 to 12 years the patients noted 
that ankle edema started to appear in the afternoon, 
particularly on days when they stood for a long time. 
Both patients had always suffered from cold ex- 
tremities. 

Hospitalized for recurrent ulcerations over the 
lateral and medial aspects of the lower legs, these 
2 patients underwent the following extensive roent- 
genographic studies: (1) phlebography of the lower 
legs, the pelvis, and vena cava by injection of the 
contrast material into a vein of the hallux, (2) retro- 
grade phlebography of the legs and arms, and (3) 
arteriography of the legs. Findings from all these 
phlebographic studies indicated that valves were 
totally absent from the veins of the areas examined. 

The authors express the view that this defect may 
possibly account for varicosities and leg ulcers in 
young persons with no history of thrombosis. 


—RHans 7. Schweizer, M.D. 


Phlegmasia Cerulea Dolens. Dennis C. HumpHrey and 
R. M. Davi. Guy’s Hosp. Rep., Lond., 1959, 108: 76. 


THE AUTHORS report the case of a 59 year old woman 
who underwent a radical vulvectomy and excision 
of associated lymph nodes for epithelioma of the 
vulva. On the thirteenth postoperative day pain 
developed in the right side of the chest with tender- 
ness in the left calf, and a diagnosis of deep vein 
thrombosis with a small pulmonary embolus was 
made. She was treated with anticoagulant therapy. 
On the sixteenth postoperative day severe pain devel- 
oped in the right foot and the leg below the knee 
was found to be intensely blue, cold, swollen, and 
hypoesthetic. Pulses distal to the femoral arteries 
could not be felt. Arterial embolism was suspected. 
Within a few hours after the onset of pain and swelling 
pulsations could be felt in the posterior tibial and 
popliteal arteries and the diagnosis was changed to 
massive venous thrombosis. Treatment consisted of 
exposure and elevation of the limb, application of 
warmth to the rest of the body, morphine, increase 
in anticoagulants, and paravertebral lumbar sympa- 
thetic blocks. Despite this treatment gangrene of 
the foot and lower third of the leg occurred which 
necessitated below the knee amputation. Dissection 
of the specimen revealed patency of the arterial 
system, but 20 to 100 per cent occlusion of the major 
veins of the leg. 

The authors discuss what is known about the 
etiology, clinical features, differential diagnosis, 
pathogenesis, and treatment of the condition and 
emphasize that there is need for much more funda- 
mental investigation of thrombogenic mechanisms 
and vasospasms before efficient prophylaxis and ther- 
apy will be possible. The end result in more than 
half the reported cases has been gangrene of the 
affected limb. A third of the cases progressing to 
gangrene have concomitant, simple, uncomplicated 
thrombophlebitis affecting other extremities. One- 
quarter of the cases of phlegmasia cerulea dolens 
end fatally and of cases progressing to gangrene the 
mortality is nearly 50 per cent. In the majority of 


patients adequate fluid replacement to counteract 
actual or incipient peripheral circulatory failure is 
of prime importance in the early stages for large 
quantities of fluid, up to 4 to 5 liters, may be lost 
into the affected limb. The use of anticoagulants is 
debatable. Sympathetic block and sympathectomy 
may make the difference between recovery and gan- 
grene in those cases in which some remaining venous 
channels do exist. Some patients recover completely, 
others are left with persistent postphlebitic edema, 
and still others lose part of the limb either by spon- 
taneous separation or by amputation. The authors 
emphasize that amputation should be carried out 
only as a late procedure and should be as conservative 
as possible because much of the necrosis is only skin 
deep. —Allan D. Callow, M.D. 


Vulval Varicose Veins in Pregnancy. HARoLpD Dopp 
and H. Payuinc Wricut. Brit. M. 7., 1959, 1: 831. 


IN THE PRENATAL CLINIC of the University College 
Hospital, London, a weekly varicose vein clinic has 
been established to advise mothers concerning this 
condition and to attempt to reduce the incidence of 
puerperal phlebitis and thrombosis. 

From 1955 to 1957 343 (8 per cent) cases of varicose 
veins from a total of 4,267 visits, mostly primiparal, 
were seen in this clinic. Of these 343 women 80 (23.3 
per cent) had involvement of the vulva to a minor or 
major degree. 

The authors have analyzed these 80 cases as to 
(1) site of the varicosity, (2) week of gestation when 
it was first observed, and (3) parity of the patient. 
Similar figures were calculated for leg varicosities in 
the 343 patients examined. The majority of these 
varicosities were first apparent after the twenty-sixth 
week of gestation, and the incidence seemed to rise 
with parity. 

Vulval veins may be distended from one or more 
of three sources of hypertension, namely, (1) the long 
saphenous vein, through its incompetent tributaries, 
(2) the spermatic veins, passing with the round liga- 
ment from the labia majora into the inguinal canal, 
and, (3) the pudendal tributaries of the internal iliac 
vein. 

Operation is advised up to the end of the seventh 
month of pregnancy. The operative procedure for 
each type of vulval varicosity consists essentially of 
two steps: (1) exploration of the saphenofemoral junc- 
tion and its tributaries, with ligation if necessary, and 
(2) excision of the round ligament with the associated 
distended veins. The operation is performed under 
general anesthesia. The procedure has been without 
complications to mother or child. 

—Hans 7. Schweizer, M.D. 


Peripheral Arterial Embolism. Jesse E. THompson, 
Date J. Austin, and Vernor Lovett. Texas 7. M., 
1959, 55: 277. 


A series of 47 peripheral arterial emboli occurring 
in 42 patients is presented. The mortality rate was 
23.8 per cent. Among 28 patients undergoing em- 
bolectomy 4 deaths occurred (14.3 per cent), while 
of 16 patients treated without surgery 6 died (37.5 
per cent). The causes of death were cardiac disease 
in 6, cerebrovascular accidents in 3, and pulmonary 
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embolism in 1. The usual source of arterial emboli 
is the heart, and in this group 38 patients had obvious 
cardiac disease. In all, 47 embolic episodes occurred 
in these patients; the sites of lodgment were dis- 
tributed as follows: 3 aortic, 7 iliac, 15 femoral, 10 
popliteal, 3 tibial, 5 axillary, 3 brachial, and 1 radial. 

When embolism occurs there is sudden interruption 
of main vessel blood flow, followed by profound 
vasospasm and then thrombosis. Therapy must be 
directed against all three factors, and must be insti- 
tuted promptly to insure the best immediate and 
late results. Embolectomy is indicated in the larger 
vessels—the aorta, the iliac, femoral, popliteal, 
axillary, and brachial vessels, but not usually in 
the smaller ones—the tibial, peroneal, radial, and 
ulnar vessels. To combat vasospasm a sympathetic 
block should be carried out or the operation per- 
formed under spinal anesthesia if feasible. Local 
anesthesia can be used for femoral and_ brachial 
emboli, and general or spinal for the more centrally 
located ones. After the embolus is removed, the distal 
artery is cleared of clot and good back-flow insured, 
the proximal vessel is then flushed out, heparin in- 
stilled, and the arteriotomy closed. Postoperatively 
the patients are given heparin and the usual adju- 
vant measures employed. 

Certain patients are best treated nonsurgically: 
those with emboli in smaller vessels, poor risk pa- 
tients with popliteal or upper extremity involvement 
in whom general anesthesia is a serious risk and the 
limb is viable, moribund patients, and those with 
obvious gangrene. In these cases the most successful 
measure is heparinization. Among 24 patients under- 
going embolectomy 3 legs had to be amputated as 
the result of femoral emboli which had occurred 
10 hours, 36 hours, and 4 days before they were 
seen. No upper extremity was lost in either the oper- 
ated or nonoperated cases. One of the most important 
factors in limb survival is the time interval between 
embolization and institution of treatment. In those 
patients treated within 13 hours of onset 81.5 per cent 
survived with intact limbs, while 18.5 per cent died 
or lost a limb. Of those patients coming in after 13 
hours, only 47 per cent survived with limbs intact. 
More recently, late embolectomies with retrograde 
flushing have proved useful in saving limbs that 
otherwise would have been lost. A more aggressive 
approach to upper extremity and popliteal emboli 
is recommended. —Albert M. Schwartz, M.D. 


Developments in Fibrinolytic Therapy for Thrombo- 
embolic Disease. Sot SHERRY, ANTHONY P. FLETCHER, 
and Norma A.xkyjaersic. Ann. Int. M., 1959, 50: 560. 


THIS REPORT BEGINS with a review of the components 
of the human fibrinolytic enzyme system. Although 
human plasma, tissue, and urinary kinases have been 
described, streptokinase is the best known of the acti- 
vators and has been most commonly used in labo- 
ratories, 

Regarding the mechanism of lysis of thrombi, the 
authors have accumulated data that suggest that lysis 
is due to activation of intrinsic profibrinolysin of clot, 
rather than lysis by circulating fibrinolysin. With this 
mechanism the level of activator (and not fibrinolysin) 
becomes the critical factor in controlling the rate of 
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lysis of the thrombus. Evidence for these thoughts has 
been reported previously. On patients subjected to 
procedures known to enhance the fibrinolytic activity 
of the blood (electroshock, pyrogen therapy, ischemia, 
exercise, and epinephrine injection) this hypothesis 
was tested and substantiated. 

In formulating fibrinolytic therapy, 4 methods are 
considered: 

1. Use of pharmacologic agents capable of in- 
fluencing release of physiologic activator. 

2. Use of purified forms of known activators. 

3. Use of purified preparations of human plasmin. 

4. Use of other proteolytic enzymes. 

Preliminary observations in animals have shown 
considerable success in producing intravascular and 
extravascular fibrinolysis when using the intravenous 
route. Illustrated in a scheme are biologic observa- 
tions made on a patient with an acute myocardial 
infarction who received an initial intravenous injection 
of 100,000 units of streptokinase, followed by a sus- 
taining infusion of 50,000 units per hour for the next 
30 hours. After clinical studies with isotopically la- 
belled streptokinase, this regimen was known to main- 
tain plasma levels of 3 to 10 units of streptokinase 
per liter. Simultaneous administration of hydro- 
cortisone may have obviated the hemorrhagic diathesis 
formerly found. 

The authors have treated more than 50 patients 
with thromboembolic disease in this fashion. The 
treatment was well tolerated, and no ill effects were 
derived from it. In a number of instances evidence 
has been obtained that intravascular fibrinolysis has 
been produced. By restricting themselves to one dis- 
ease, namely, acute coronary thrombosis, the authors 
hope to be able to evaluate their type of fibrinolytic 
therapy further. —Hans 7. Schweizer, M.D. 


Limb Survival with and Without Definitive Surgical 
Treatment in Obliterative Arterial Disease. Joun 
J. Cranitey, Raymonp J. Krause, and Epwarp S. 
STRASSER. Surgery, 1959, 45: 32. 


IN ORDER to evaluate the effects of various modes of 
therapy in preserving limbs affected by occlusive 
atherosclerosis, 679 limbs were classified in 5 grades 
of severity of ischemia: grade 1, decreased amplitudes 
of pedal pulsations; grade 2, absent pedal pulses; 
grade 3, absent popliteal and pedal pulses; grade 4, 
rest pain and/or rubor of the feet on pendency; and 
grade 5, continuous pain, petechiae, and necrosis. 
In general, operative treatment was used in grades 
3, 4, and 5 and nonoperative measures in grades 1 and 
2. When local or general conditions were favorable, 
arterial grafts were employed. If the grafting was not 
done, lumbar sympathectomy alone was performed. 
There is little question that the success of treatment 
was dependent on the severity of the disease. 
—Leonard D. Rosenman, M.D. 


Results of Reconstructive Surgery for Occlusive Arte- 
rial Disease. Tuomas O. Murpny and Joun W. 
Gu.utxson. Northwest M., 1959, 58: 539. 


THis REPORT deals with the authors’ experience in 236 
arterial reconstructions in 190 patients made between 
1951 and 1958. The patients ranged in age from 16 
years (traumatic arterial interruption) to 94 years, 
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with the mean age between 55 and 65, and with twice 
as many males as females. The indications were: (1) 
claudication, only when severe enough to cause 
marked limitation of activity or occupation; impend- 
ing gangrene; or marked ischemic changes, and (2) 
absent pulses below the site of obstruction; in patients 
with open pulses and claudication, the lesion was 
usually a stenosis, for which surgery is not only 
hazardous but also often a failure. 

Patients who meet these criteria must have angio- 
graphic studies in cases of suspected block distal to the 
inguinal ligament, to show the site and extent of oc- 
clusion and evidence of adequate “run-off.” In pa- 
tients with evidence of occlusion above the inguinal 
ligament, arteriography is being slowly abandoned in 
favor of exploration. In younger patients (under 60 
years) a popliteal exploration may be indicated if the 
femoral area is thrombosed, in an attempt to perform 
an aortopopliteal bypass graft. 

The following procedures and results are reviewed: 

1. Thromboendarterectomy was performed in 34 
cases with a 75 per cent successful outcome, 14 per 
cent failures, and 11 per cent deaths. The procedure is 
generally limited to the aortoiliac segment and the in- 
ternal carotid arteries. The former site had a 77 per 
cent success rate, and the latter was satisfactory in 4 
out of 5 cases. The disadvantages of this procedure are 
the same as for resection and grafting, namely, de- 
struction of collaterals, with a high failure rate and 
subsequent gangrene. 

2. Autogenous saphenous vein grafts were placed in 
54 reconstructions with 74 per cent successful results. 
Grafting is most satisfactory in the internal carotid, 
axillary, and popliteal vessels; fairly satisfactory in the 
femoral and femoropopliteal areas, but disappointing 
in the aortoiliac segment. The vein grafts tolerate in- 
fection better than arterial homografts or prostheses. 

3. Arterial homografts, 8 in the aortoiliac area, were 
placed in 14 instances of bypass graft with 85 per cent 
success, 1 death, and 1 late thrombosis of the graft. 

4. Ivalon gave 57 per cent satisfactory results in 14 
cases; crimped nylon tubes were used in 94 instances 
with 78 per cent success. Seven of 10 bilateral aorto- 
femoral bypasses remained patent, although 2 of the 
patients died after marked transmural hemorrhage 
through the grafts. Fifty nylon prostheses were used 
as bypasses to the popliteal area from the aorta or 
common femoral artery with 76 per cent success. The 
primary disadvantage found with this type of graft 
was the marked hemorrhage through the graft in spite 
of preclotting. Ninety-two per cent of teflon grafts 
were inserted successfully, although the follow-up has 
been less than 1 year. 

In conclusion, the authors recommend strict ad- 
herence to the principles laid down by Linton for a 
successful grafting procedure: a suitable graft, a high 
take-off of the graft proximally, an adequate run-off, 
meticulous technique, and most rigid asepsis. 

—Albert M. Schwartz, M.D. 


The Rate of Healing of Arterial Autografts. H. Gay.is, 
WituiaM P. CorveEsE, RoBert R. Linton, and RoBerT 
S. SHaw. Surgery, 1959, 45: 41. 


A METHOD for the study of healing of arterial auto- 
grafts is described in detail. Portions of the suture line 


between carotid autografts were compared with 
neighboring segments of normal artery for tensile 
strength, thickness, microscopic changes, and other 
characteristics. 

It was shown that during the first week after suture 
the line was only 20 per cent as strong as the normal 
vessel. During the ensuing 5 to 6 weeks the strength 
increased to a maximum of about 70 per cent of 
normal. This gain followed a thickening of the su- 
tured area which was an accumulation of collagen. 

When simple suture of a divided vessel was per- 
formed, without removal of the vessel from its own 
bed, the healing pattern was like that of skin, that is, 
healing occurred in 10 to 14 days, and the tensile 
strength became normal. Presumably the factor 
which retards the healing rate and eventuates in a 
weak suture line in autografted arteries is a decreased 
blood supply to the autograft. 

—Leonard D. Rosenman, M.D. 


Use of a Preserved Homograft to Bridge a Vascular 
Obstruction (Les pontages par homogreffes conservées 
dans les oblitérations vasculaires). JEAN NATALI. 7. 
chir., Par., 1958, 76: 641. 


THE AUTHOR analyzes in some detail the reasons for 
the frequent failure of arterial grafts after resection of 
the obliterated segment. He considers that the failure 
of an end-to-end anastomosis is primarily due to the 
delicacy and difficulty of the operation, especially 
with regard to the arteries below the bifurcation of the 
femoral artery. The high percentage of ultimate 
thromboses of arterial grafts, together with the ne- 
cessity of sacrificing some important collateral vessels, 
has led the author to reconsider the original suggestion 
of Kunlin (1951) to span the arterial obstruction by 
an end-to-side graft, without interfering with the 
thrombosed area or sacrificing any of the collaterals. 

Thirty-one patients were operated on with this 
technique. The follow-up period was 2.5 years. There 
was no surgical mortality. All patients were given 
prolonged dicumarol therapy, starting on the third 
or fourth postoperative day. 

Of the 11 grafts in the region of the femoral artery, 
4 thrombosed; of the 10 in the popliteal region, 2 
thrombosed. An additional 6 patients required long 
grafts from the iliac to the femoral artery, of which 
1 thrombosed. Four patients with involvement of the 
common iliac artery received grafts extending from 
the aorta to the femoral artery, all of which are patent. 

The author concludes that the results of the bridg- 
ing technique are as good as, if not better than, those 
with resection and grafting. The former procedure is 
basically a simpler and quicker one, and at the same 
time does not interfere with the collateral circulation 
in the event of failure. The author stresses the im- 
portance of prolonged anticoagulant therapy. 

—Peter Beaconsfield, M.D. 


Follow-Up Study of Patients with Arteriosclerotic 
Aneurysm of the Abdominal Aorta Treated by 
Resection and Freeze Dried Homograft. H. W11LI- 
AM Scott, JR., JOHN H. Foster, James A. KirtTLey, 
and Rosert I. Cartson. Surgery, 1959, 45: 445. 


THE AUTHORS REPORT experience with 40 patients with 
arteriosclerotic aneurysm of the abdominal aorta seen 
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from 1954 through June 1957 who were treated by 
aneurysmectomy and implantation of a freeze dried 
homograft. Interest in the long range behavior of 
freeze dried homografts as aortic substitutes prompted 
the study. In each of the 40 patients the aneurysm 
arose below the renal arteries. Rupture of the aneu- 
rysm had occurred prior to surgery in 8 instances in the 
authors’ series. 

An immediate, excellent result was obtained in 26 
patients who were able to return to a full and active 
life. Six other patients obtained a good result but were 
restricted by other diseases. There were 8 hospital 
deaths, 4 occurring in patients with a ruptured aneu- 
rysm. In the nonruptured group the mortality rate was 
12.5 per cent. In the last 20 cases of nonruptured aneu- 
rysm there was 1 death. One death was due to rupture 
of the homograft with septicemia. There have been 5 
late deaths unrelated to the abdominal aneurysm or its 
treatment. Clinical examination of all survivors, 27 in 
number, reveals the circulatory status of the lower ex- 
tremities to be satisfactory and without evidence of re- 
current aneurysm or graft failure. Thus far, observa- 
tions covering 4 years have indicated satisfactory func- 
tion without evidence of aneurysmal dilatation or 
thrombosis. —Allan D. Callow, M.D. 


Clinicopathologic Observations on the Fate of Arterial 
Freeze-Dried Homografts. A. W. Humpuriss, W. A. 
Hwak, V. G. pe Wo rE, and F. A. Le Fevre. Surgery, 
1959, 45: 59. 


THE EXPERIENCE with 525 grafts placed in the ab- 
domen and lower extremity for aneurysms and oc- 
clusive disease is reported. Because the distal vessels 
were inadequate, 31 of these were unsuccessful ini- 
tially. Not included in these 31 were the so-called 
“take backs,” or the patients who had to be taken 
back to the operating room early in the postoperative 
period for removal of soft clots from the grafts. The 
use of levophed routinely to maintain the blood pres- 
sure at a satisfactory level reduced the need for “take 
backs” from 1 in every 4 early in the series to only 
3 in the last 400 grafts. 

In the series there were 56 deaths, 42 of which were 
due to causes other than the graft. Four patients died 
because of technical failure of an inadequate proximal 
anastomosis in aneurysm. Failure of the homograft 
caused the death of 10 patients, 6 of whom died from 
local infection with resultant rupture of the graft. 
Rupture of a saccular aneurysm caused the death of 
2 patients, and 2 others died from erosion of the homo- 
graft as it pulsated against the cut end of the patients’ 
own calcified vessels. 

There were 438 patients available for follow-up 
study. Of these, 368 were considered as having suc- 
cessful results for periods up to 4.5 years. In 70 there 
had been a loss of distal pulse, and these were con- 
sidered to have failures due to late closure of the 
graft. Five of the grafts were lost because of primary 
wound infection in the leg. The rather high incidence 
of infection is attributed to poor nutrition of the legs 
and inadequate resistance to infection. In the presence 
of infection with proteolytic digestion of the graft, the 
authors have found the only safe procedure to be re- 
moval of the graft, ligation of the patients’ own ves- 
sels, and abandonment of the project. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 397 


The 31 patients with late closures were symptom- 
free or content with their result and 4 others with 
symptoms refused reoperation. Reoperation was per- 
formed on 30 patients with late closure of the graft. 
The reoperation was initially unsuccessful in 2 patients 
and 2 others suffered a second late shutdown. The 
grafts in the remaining 26 patients, however, are still 
potent. ; 

All cases of late closure occurred in patients with 
occlusive disease; 15 were aortoiliac and 55 were 
femoropopliteal. Most of the closures occurred within 
the first year after grafting. 

The pathologic findings were available in 33 in- 
stances. Mild arteriosclerosis had occurred in 7 of the 
grafts, but in none was it of clinical significance. There 
was multiple aneurysmal dilatation in one graft in 
which the suture line had run the length of the graft. 
An arteriosclerotic aneurysm developed in a femoral 
graft and ruptured at 9 months. Saccular aneurysm 
developed in 4 cases. One dissection occurred within 
a graft and was the cause of sudden occlusion. The 
remaining homografts and the portions of those not 
affected by local changes grossly and microscopically 
were said to be quite satisfactory. 

Roentgen screening of the grafts has been helpful in 
eliminating the grafts with pre-existing arteriosclero- 
sis and calcifications. 

The longer a graft remains functional, the better 
the chances are that it will remain functional. 

—George R. Holswade, M.D. 


Clinical Application of a New Flexible Knitted 
Dacron Arterial Substitute. MicHaEt E. Dre BaxeEy, 
Denton A. Cootey, E. STANLEY CRAWFORD, and 
GeorceE C. Morris, JR. Am. Surgeon, 1958, 24: 862. 


THE AUTHORS report their extensive experience with 
cloth tubes as replacements for arteries. They express 
preference for crimped tubes knitted in many shapes 
and sizes from dacron threads which are texturized 
by the flufon process. The strength, porosity, non- 
fraying edges, easy sterilization, and flexibility of the 
tubes make them easier for general use than others 
which have been tried. The authors have inserted 
these tubes woven to shape with properly placed 
branches to replace the branched aortic arch, the 
abdominal aorta with celiac, mesenteric, and renal 
branches, the bifureation of the abdominal aorta, and 
straight segments of the aorta, iliac arteries, and 
femoropopliteal arteries. 
—Leonard D. Rosenman, M.D. 


Vascular Surgery in the Armed Forces. Cart W. 
Hucues. Mil. Med., 1959, 124: 30. 


INFORMATION RELATIVE TO vascular injuries acquired 
in World War I is far from complete. During World 
War II a concentrated effort was made to study vas- 
cular injuries. In 1949 a program was instituted at 
Walter Reed Army Hospital, Washington, D.C., for 
the study of blood vessel repair and replacement with 
homografts and fresh venous autografts. 


ARTERIOVENOUS FISTULAS AND FALSE ANEURYSMS 


Approximately 85 per cent of the blood vessel in- 
juries resulted from missile fragments, and the re- 
mainder from bullets. With the increasing use of 
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fragmenting missiles the increased incidence of arte- 
rial wounds in Korea was 2.5 per cent. 

Following a penetrating injury to a blood vessel, 
a completely severed artery retracts and contracts. 
Hemorrhage may cease spontaneously or be con- 
trolled by compression or a tourniquet until the 
vessel can be ligated or repaired. When a vessel is 
partially severed, only the cut portion of the vessel 
wall retracts, holding the wound open, and allowing 
profuse hemorrhage. If the soft tissue wound is large, 
the hemorrhage becomes evident externally. If the 
soft tissue wound is small, less blood is lost externally, 
while the remainder is trapped by muscle, fascial, and 
skin planes to form a pulsating hematoma. The blood 
in the center of the hematoma remains fluid, and is 
free to flow in and out of the tear in the arterial wall. 
If left undisturbed by surgery, infection, expansion, 
or leakage, the pulsating hematoma develops into a 
false aneurysm lined with a glistening layer of intima- 
like cells. Such sacs have been noted in various stages 
of their development to have patchy areas of lining, 
while other areas were still bare. These false aneurysms 
may assume almost any shape depending upon the 
contour of the supporting structures and the wound. 
Other vital structures, such as the accompanying 
veins and nerves are commonly incorporated into the 
wall of the false sac. 

When the vein is injured in addition to the artery, 
a pulsating hematoma may also be formed. The blood 
that escapes under pressure from the arterial injury 
seeks the path of least resistance and enters the vein 
to form an arteriovenous fistula. Such a fistula can 
develop almost instantaneously following injury to 
both vessels. Arteriovenous fistulas are more prone 
to develop when the artery and vein are enclosed by a 
common sheath. The simplest form of vascular fistula 
is a simple opening or tract between the two vessels. 
Such simplicity is seldom seen. Usually a false sac 
makes up a part of the lesion. When two concomitant 
veins accompany the artery, all three vessels may be 
involved. As the false sacs become organized with 
fibrous tissue and lined, the artery proximal to the 
fistula becomes dilated, while the artery distal to the 
fistula becomes smaller than normal. The vein near 
the fistula becomes enlarged and thickened. 


DIFFERENTIAL DIAGNOSIS 


Differentiation between a false aneurysm and an 
arteriovenous fistula is sometimes difficult. When oblit- 
erative treatment was employed, differentiation was 
important as the arteriovenous fistulas develop collat- 
eral circulation more rapidly than do false aneu- 
rysms, and could therefore be operated upon sooner 
by obliterative procedures. 

Some points of differentiation are: 

1. Usually in an arteriovenous fistula a palpable 
thrill is present which is rough, vibratory, and con- 
tinuous. On auscultation a rough, continuous mur- 
mur, often described as machinery-like, is heard. In 
the false aneurysm a palpable thrill is not always 
a i When it is present it is felt during systole 
only. 

2. In the arteriovenous fistula the pulse rate is fre- 
quently rapid and manual occlusion of the fistulous 
tract usually slows the heart rate. 


3. In an arteriovenous fistula the continuous mur- 
mur may be transmitted along the vessels proximal 
and distal to the lesion. In a false aneurysm the mur- 
mur is systolic and is transmitted into the false sac. 

Arteriography is used to confirm the diagnosis. 


SURGICAL MANAGEMENT 

During the preoperative period for patients with 
false aneurysm and arteriovenous fistula, it is neces- 
sary to evaluate carefully each individual for surgery 
and look for complications. 

Surgical approach often presents new problems in- 
volving new routes of exposure. Direct anastomosis 
is the procedure of choice; however, lateral repair, 
division of the fistulous tracts, and the insertion of 
grafts is occasionally indicated. With the use of repar- 
ative rather than obliterative techniques, the long 
wait for the collateral circulation, and the necessity of 
preliminary sympathectomy are eliminated. The false 
sac is no longer excised, except the portion exposed to 
permit vascular repair. 

The superiority of repair as opposed to ligature 
for vascular injuries has been undoubtedly demon- 
strated by the experience of the Armed Forces. Early 
repair eliminates fistulous and aneurysmal complica- 
tions. The collected experience is worthy of perusal, 
as civilian surgeons seldom can accumulate any ex- 
tensive experience of their own. 

—Carl Calman, M.D. 


The Surgical Management of Varicose Veins Com- 
plicating Pregnancy. W. T. West. Canad. M. Ass. j., 
1959, 80: 439. 


THE AUTHOR reports 11 cases of patients with varicose 
veins occurring during pregnancy who have been 
treated surgically since 1949. He believes that the 
severe symptoms in the lower extremities occasioned 
by the combination of pregnancy and severe varicose 
veins of types 3 and 4 can be relieved by operation. 
Type 3 consists of a fully developed tortuous cavernous 
mass of varicosities either in the great or small 
saphenous vein; type 4 a varicosity of uniform dilata- 
tion in the large trunk. The walls of these veins are 
markedly hypertrophied and undergo dilatation with 
persistent increase in pressure. This may be observed 
in all parts of the thigh and legs. 

The author, in addition to limiting the patients to 
those with types 3 and 4 varicose veins, makes certain 
that the deep system is patent and has not been 
obliterated by previous thrombophlebitis. Three pa- 
tients have been treated by ligations, 2 bilateral high 
and low and 1 by ligation on one side only, and 5 
by multiple ligations and stripping. A total of 11 
legs has been treated. In those patients who had 
only multiple high and low ligations subsequent in- 
jections and stripping were required. The operation 
of choice is considered to be multiple high and low 
ligation with stripping of the long saphenous vein 
from ankle to groin and the short saphenous vein 
when indicated. The procedure is said to be free of 
hazard for pregnancy. The optimal time for operation 
is considered to be before the sixth month. The pro- 
cedure is thought to be justified by the marked de- 
crease of symptoms and apparent lack of complica- 
tions. —Allan D. Callow, M.D. 
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Comparative Results of Various Types of Grafts and 
Shunts in the Treatment of Occlusive Peripheral 
Vascular Disease. CLaupe R. Hitcucock, FRANK E. 
Jounson, Joun U. Bascom, and THomas O. Murpny. 
Angiology, 1959, 10: 11. 


MANY PATIENTS with vascular disease resulting in 
segmental occlusion of major peripheral arteries can 
now be treated with one of several surgical proce- 
dures. The reconstitution of vascular flow often re- 
quires the use of grafts, either homografts, autogenous 
venous grafts, or some prosthetic material. The clinical 
results are reported for 183 vascular graft and shunt 
procedures performed during recent years on 178 
patients at the University Hospital and the Minne- 
apolis General Hospital, Minneapolis, Minnesota. 

Patients with femoral-popliteal shunts constituted 
the largest single group with 92 operations and an 
over-all success rate of 67.4 per cent. Forty patients 
were operated upon for the Leriche syndrome. There 
was an 80 per cent success rate when nylon was used, 
77.7 per cent with ivalon, and 68.7 per cent with 
homografts. In 20 patients with aorta-iliac and aorta- 
femoral shunts the reported success rate was 95 per 
cent with nylon grafts. The results of shunt procedures 
from the itiac to the femoral artery have been virtu- 
ally identical between autogenous vein grafts and 
nylon grafts, with 83.3 per cent success for the autoge- 
nous vein cases and 80 per cent success for the nylon 
cases. Endarterectomy for specific segmental occlu- 
sions in the lower aorta, common iliac arteries, and 
external iliac arteries was highly successful. 

— W. Foster Montgomery, M.D. 


BLOOD; TRANSFUSION 


Some Current Problems in Blood Procurement as 
Seen at Bellevue Hospital. Gzorcz Mixter, Jr. 
N. York State J. M., 1959, 59: 1036. 

‘THE PRESENT REPORT is a study of the blood bank at the 

Bellevue Hospital, New York, New York, with regard 

to problems in procurement, reserves, and distribution 

of whole blood. 

The initial problem was to discover the actual extent 
and, if possible, the cause of an apparent decline in 
voluntary contributions of whole blood and of a cor- 
responding increase in purchase of whole blood from 
other sources. Significant observations revealed that 
almost 20 per cent of whole blood issued by the bank is 
being returned unused. The decline in units of blood 
donated by friends and relatives of patients is not asso- 
ciated with a decline in patient load. The two chief 
reasons why the hospital was obliged to purchase blood 
from outside were the inability of indigent and home- 
less patients to obtain donors to replace transfusions 
and the failure of the blood bank to maintain reserves 
for certain types of blood suthcient to cover sudden de- 
mands. For this hospital, it appeared that a mainte- 
nance reserve of 120 units would permit economical, 
efficient management requiring few occasions for out- 
side purchase. Efficiency dropped because of attain- 
ment of expiration date, when the reserves were 
maintained above this level. 

Bellevue Hospital obtained 58.3 per cent of its blood 
from voluntary donors, 28.9 per cent from the Red 
Cross, 2.6 per cent from paid volunteer donors, and 
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10.2 per cent by direct purchase from other agencies. 
Of all the whole blood collected in greater New York in 
1956, only 18.7 per cent was collected by hospitals, 35 
per cent was drawn by the American Red Cross, and 
45.6 per cent by professional blood banks. Bellevue 
Hospital supplies over 90 per cent of its demand with- 
out recourse to professional blood banks, through vol- 
unteer donations, help from the Red Cross, and paid 
donors on its professional staff. By increasing by 25 per 
cent the reserve on hand, through donations, it is be- 
lieved that this large city hospital can be virtually in- 
dependent of professional blood banks. 
—Allan D. Callow, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


A Case of Follicular Lymphoma. Irvin F. Hummon, 
Marion F. Macatortti, and EMANUEL R. N. Grice. 
Radiology, 1959, 72: 227. 

THE Diseases classified under the heading of malig- 
nant lymphoma have in common an erratic prolifera- 
tion of lymphoid tissue and an inevitably fatal out- 
come. There are wide variations in the rapidity and 
extent of lymphoid involvement of the various organs 
and also variations in the survival time after onset of 
the first symptoms. In some cases the clinical course 
is so protracted as to warrant the wishful nomencla- 
ture of “benign lymphoma.” 

Over the years many names have been proposed 
for the relatively benign follicular lymphoma: benign 
lymphoma, follicular lymphoma, giant follicular 
lymphoma, giant follicular lymphoblastoma, follicu- 
lar lymphoblastoma, sarcoma lymphoides folliculare, 
follicular reticulosis, !ymphoreticulosis, nodular retic- 
ulosplenoma, follicular splenomegaly, follicular hy- 
perplastic splenomegaly, follicular hyperplastic lym- 
phopathy, giant lymph follicle hyperplasia, giant 
follicular lymphadenopathy, follicular lymphadenop- 
athy, pseudoleukemia, nodular aleukemic lympho- 
cytoma, Brill’s disease, Symmers’ disease, and Brill- 
Symmers’ disease. 

The only differences between follicular lymphoma 
and diffuse lymphoma are the histologic appearance, 
and the protracted clinical course of 5 years or longer 
when compared with 8 to 18 months for lymphosar- 
coma, and 2 to 3 years for untreated Hodgkin’s 
disease. There is otherwise a great deal of similarity 
in the involvement of lymphoid tissue outside of the 
lymph nodes proper in such locations as the spleen, 
liver, lungs, bones, and gastrointestinal tract. Even 
the roentgenologic features of pulmonary and osseus 
lesions are very much the same in all the types of 
lymphoma. There are no rules for the order or the 
extent of involvement of the different organs in this 
disease. 

The authors report an unusually prolonged case. 
The patient was a middle-aged female who had re- 
ceived external roentgen therapy between 1950 and 
1955, and was clinically free of lymphoma. The case 
was unusual in the absence thus far of abdominal lo- 
calization. The patient on at least two occasions was 
on a definitely downhill course. While spontaneous 
biological reversal is theoretically admitted by the 
authors, their observations convinced them of a 
causal relation to the roentgen treatment. 


The majority of the foci of activity in this case 
were easily accessible, and responded promptly to 
external radiation. A total of 38 ports was used over 
a period of 4 years. The cumulative amount of radia- 
tion in air approximated 13,000 roentgens. 

—Carl H. Calman, M.D. 


Mesenteric Lymphadenitis Caused by Pasteurella 
Pseudotuberculosis (Premier cas autochtone d’adé- 
nopathie mésentérique aigué a Pasteurella pseudotu- 
berculosis). G. Grrarp, H. Lecer, J. PAULHET, and 
A. Durrau. Presse méd., 1959, 67: 249. 


THis Is THE FIRST REPORT from France of acute mesen- 
teric lymphadenitis caused by Pasteurella pseudotu- 
berculosis. There are 35 other cases reported in the 
literature, mostly from Germany. 

The case reported is that of a 4 year old boy who ex- 
perienced sudden onset of abdominal pain and nausea 
with a temperature elevation to 40 degrees C. On 
examination, the abdomen was soft. Pain was elicited 
by pressure in the lower right quadrant. Bimanual pal- 
pation of the abdomen revealed a palpable mass in the 
right flank. The white blood cell count was 17,000 
with 71 per cent polymorphonuclear cells. Urinalysis 
was negative. 

Under general anesthesia a McBurney’s incision was 
made. A normal appendix was found. Beneath the ap- 
pendix was a solid mass 4 cm. in diameter, so fixed to the 
surrounding tissues as to be considered inoperable. 
Several enlarged lymph nodes were present in the 
mesentery of the terminal ileum. Biopsies and culture 
of the mass and the nodes were made. 

The child was given penicillin and streptomycin for 
8 days, and recovery was uneventful. He was afebrile 
after 4 days. The mass in the abdomen disappeared. 
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Histologic and serologic studies confirmed the diagno- 
sis of Pasteurella pseudotuberculosis. 

Attention was first directed to this disease by Knapp 
and Masshoff in 1954 who established it as a type of 
mesenteric adenitis. Characteristically, the appendix is 
normal. The diagnosis is made by cultures and sero- 
logic tests of material obtained from the enlarged 
mesenteric lymph nodes. Streptomycin is the anti- 
biotic of choice. Prognosis is good. 

—Frederick W. Preston, M.D. 


The Management of Metastases in Lymph Nodes 
When the Primary Tumor Cannot be Found, 
Davip W. Rosinson. Plastic & Reconstr. Surg., 1959, 
Zotar. 


CANCER, in order to be eradicated, must be destroyed 
everywhere, but primarily at its point of origin which 
continues to give off cellular emboli or to extend local- 
ly, producing destruction and, ultimately, death. It is 
apparent from this small series that it is worth while to 
remove the secondarily involved regional nodes and to 
follow up with heavy radiation therapy to the area in 
cases in which a delay might gravely jeopardize the pa- 
tient’s ultimate chance of survival, even though the 
primary lesion in any particular case cannot be 
demonstrated. 

The finding of metastatic cancer in regional nodes 
indicates that a thorough search must be undertaken 
and a plan of action prepared. Although it has been 
stated that one should never treat the metastatic nodes 
unless the primary lesion is found, the waiting period 
during which these nodes remain untreated while a 
lengthy search is made may allow the growth to extend 
beyond the limits of possible cure. 

—W. Foster Montgomery, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Mortality Rates in a Large Surgical Clinic During 
the Last 30 Years (Die Mortalitaet an einer grossen 
chirurgischen Klinik im Wandel der letzten 30 Jahre). 
W. Wenz and R. Daum. Chirurg, 1959, 30: 57. 


A COMPARISON IS MADE between mortality rates in the 
years 1927 and 1956 on the surgical service of the 
Heidelberg University, Germany. The total mortality 
was greater in 1956, but the patient load increased; 
in 1927 the number of outpatients was 7,600 and of 
inpatients, 5,319, whereas in 1956, 19,555 outpatients 
and 7,890 inpatients were treated. The total mortality 
was similar in 1921 and 1956, 1.4 per cent and 1.6 
per cent, respectively, but the inpatient mortality in- 
creased from 3.4 per cent to 5 per cent, remaining 
stationary in the past 10 years. This change was due 
to an increase of older patients admitted. The maxi- 
mum peak in 1927 was in the age group from 20 to 
29 years. In 1956 two peaks were observed, one at 
10 to 19 years and an even greater one in the age 
group of 50 to 59 years. 

The mortality rate per 100 inpatients revealed a 
decrease in infantile and old age mortality, leaving 
the mortality in the middle age groups unchanged. 
When diseases for which the patients were admitted 
were divided into abdominal, thoracic, head and neck, 
and accident groups, a decrease in total mortality 
from 42 to 34 per cent was noted in abdominal dis- 
eases, but otherwise there was an increase. This was 
due to an increase of brain, pulmonary, cardiac, and 
head and neck procedures. The mortality decrease in 
patients operated on for diseases of the abdomen oc- 
curred despite an expansion of operations pertaining 
to this area and must be due to better surgical tech- 
nique and preoperative and postoperative manage- 
ment. The mortality rates for appendectomies, chole- 
cystectomies, gastric resections, and small or large 
bowel interventions decreased from 1.8 per cent, 6.4 
per cent, 12.5 per cent, and 22.2 per cent to 0.5 per 
cent, 4.1 per cent, 8.4 per cent, and 7.1 per cent. 
It is of interest that in 1927 the Heidelberg University 
Clinic handled 606 appendectomies and 295 chole- 
cystectomies, whereas in 1956 only 370 and 168 such 
operations were performed, while gastric resections 
and small or large bowel surgery cases increased from 
96 and 27 to 283 and 140. The decrease in mortality 
in abdominal surgery was associated with an increas- 
ing number of radical procedures. 

_ The analysis of definite causes of death revealed an 
Increase in the group with cerebral complications 
from 14.2 to 26.3 per cent, and from 4.3 to 7.3 per 
cent in the cardiac group; pulmonary complications 
remained the same, 18.5 per cent and 17.6 per cent, 
and abdominal causes of death decreased, while ure- 
mic and hepatic deaths increased. Postoperative en- 
terocolitis was the cause of death in 8 patients in 1956, 
an increase in direct proportion to more extensive 
operative procedures and the use of wide spectrum 


antibiotics. Even though the incidence of pneumonia 
was the same in both series, the number of suppura- 
tive pulmonary complications dropped; considerably 
less common were ileus and peritonitis as causes of 
death in 1956. Septicemia and air embolus as causes 
of death became uncommon. Further improvement 
in abdominal surgery is sought in prophylaxis and 
treatment of hepatic and renal complications and 
postoperative enterocolitis. 
—Karel B. Absolon, M.D. 


The Re-Emergence of Postoperative Parotitis. BRUCE 
Branson, ARTHUR I. KuGEL, CLARENCE E. STAFFORD, 
and Etton E. Moret. West 7. Surg., 1959, 67: 38. 


OvER THE 5 YEAR PERIOD from 1952 through 1956 
there has been a 250 per cent increase in the incidence 
of postoperative parotitis. The re-emergence of postop- 
erative parotitis appears to be related to the recent ap- 
pearance of resistant staphylococci in hospitals. It is 
essential at the onset of the postoperative parotitis to 
express secretions from the involved Stensen’s duct, 
when possible, for purposes of culture and antibiotic 
sensitivity studies. The routine use of prophylactic 
antibiotics in the postoperative period should be dis- 
couraged. Roentgen therapy may be of some value but 
cannot be relied upon as the major form of treatment. 
Stimulation of parotid flow should be avoided and the 
gland should be put at rest. 
—W. Foster Montgomery, M.D. 


Wound Infections Resulting from the Use of Hot Wet 
Sponges. Attyn J. McDowe .t. Plastic G Reconstr. 
Surg., 1959, 23: 168. 


STAPHYLOCOCCAL INFECTION in surgical wounds is 
typically localized. The author does not believe that 
there is any significant evidence that staphylococci 
are any more virulent now than heretofore. Although 
this may be true, there is little doubt that more virulent 
strains are observed in epidemics of wound infections. 

It is possible to reduce materially the incidence of 
wound infections by more effective reduction of cul- 
ture media available within the wound, as well as by 
attention to details of aseptic technique. 

The particular facet of technique discussed by the 
author is the common use of hot wet sponges for he- 
mostasis. The temperatures of these sponges as deliv- 
ered were found to vary in different hospitals, and 
ranged from 70 or 80 degrees to 180 degrees F. Tem- 
peratures of 140 to 150 degrees F. were not uncom- 
mon. The threshold of pain and tissue injury is known 
to be in the range of 115 to 120 degrees F. The maxi- 
mum water temperature tolerated on the bare hand 
for 5 seconds or more is 120 degrees F. If, however, 
an ordinary thin rubber glove is worn, immersion at 
135 degrees was found to be tolerated, and a sponge 
can be picked up, wrung out, and placed without 
discomfort to the surgeon with gloves on, even though 
its temperature is 150 degrees F. 

The role of necrotic tissue in wound infection was 
reaffirmed by inoculating wounds in rats with staphy- 
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lococci and leaving crushed tissue in some of the 
wounds. It was found that atraumatic wounds healed 
in spite of contamination, although the presence of 
dead tissue allowed a suppurative infection to develop. 
Similarly, control and injured groups of animals were 
compared. The injury to tissue consisted of the appli- 
cation of sponges heated to 150 degrees F. as com- 
pared to 72 degrees F. in controls. All wounds were 
inoculated with staphylococci. Wound infection re- 
sulted in 18 per cent of the control group and in 91 
per cent of the thermally injured group. 

The effect of thermal injury in supplying a pabulum 
for the growth of staphylococci is another facet of the 
wound infection problem in surgery. It is easy to 
blame environment, drug resistance, and contamina- 
tion when wounds become infected. The knowledge 
that deliberately contaminated wounds may heal per 
primam intentionem focuses attention upon the im- 
portance of the surgeon and his technique in creating 
the conditions necessary for primary union. 

—Carl H. Calman, M.D. 


The Terminolateral Anastomosis, Eowarp F. SCANLON, 
BERNARD C. GERBER, and CHARLEs J. STALEY. Arch. 
Surg., 1958, 77: 898. 


A METHOD OF ANASTOMOSIS is described which is espe- 
cially useful in performing ileocolostomy after right 
hemicolectomy, and in the esophagoileostomy of a 
right colon esophagoplasty. A slit is made midway 
between the mesenteric and antimesenteric border on 
opposite sides of the proximal and distal loops. The 
slits are made sufficiently long to produce the size of 
lumen desired and to make the circumference of the 
two loops equal. The corners of each lateral slit are 
rounded off, and the anastomosis is completed in the 
usual manner. The two leaves of mesentery overlap 
as a result of this technique and are easily approxi- 
mated with a few sutures. 

The disadvantages of an end-to-end anastomosis, 
such as narrowing due to the turned in diaphragm 
and a predisposition to leakage in the approximation 
of disproportionate bowel ends, are avoided by this 
method. Similarly, the terminolateral anastomosis 
avoids the disadvantages of possible dilatation of the 
blind end of a side-to-side anastomosis and the danger 
of temporary partial obstruction due to compression 
of a smaller segment by the larger one in joining dis- 
proportionate bowel segments. This technique com- 
bines the more desirable features of these other types 
of anastomosis, and has none of their disadvantages. 

— Stuart L. Scheiner, M.D. 


Reconstructive Surgery of the Leg and Foot. RicHARD 
B. Stark and Desmonp A. KERNAHAN. Surg. Clin. N. 
America, 1959, 39: 469. 


VARIOUS TRAUMATIC AND STASIS PROBLEMS of the lower 
leg and foot are analyzed in relation to available 
methods of plastic repair. Fractures of the tibia, often 
associated with overlying soft tissue loss, are treated 
by the authors with early pedicle flap closure to pre- 
vent delayed union or nonunion. The technique of 
choice is thought to be the cross leg flap procedure, 
which is described in some detail. Actual crossing of 
the legs is felt to be dangerous, because of pressure 
necrosis. Instead, the side to side position is utilized. 


The flap must be of large size to prevent edema from 
encircling the scar. The application of plaster casts to 
each extremity preoperatively is a great aid in this 
technique. A locking device to attach the casts is then 
applied after mobilization and transfer of the pedicle. 
The exposed underside of the bridge is always covered 
by a split thickness graft. The flap is severed after 3 
weeks, and staged division is carried out by cautery 
to prevent “‘severance slough.” Ordinarily, delay of 
the flap before transfer is not used, unless there is 
compromised blood supply. 

Occasionally, the cross leg flap cannot be used be- 
cause of serious vascular disease, scarring, or ulcera- 
tion in the contralateral leg, or absence of the extrem- 
ity. Stiffness of the joints may make approximation 
difficult. For these situations, the authors outline other 
ingenious techniques. The thick split graft may be 
used if there is adequate granulation tissue over the 
bone. This is very helpful in first stage repair and is 
followed by pedicle flap reconstruction. A reversed 
dermal graft, as described by Hynes, and a laminated, 
full thickness graft are discussed in some detail. Local 
pedicled flaps and pedicled flaps from a distance are 
listed as other means of reconstruction for these prob- 
lem cases. 

Stripping avulsions of the skin are next discussed in 
relation to repair, these injuries often being sustained 
by children falling under moving vehicles. Often the 
foot or lower leg is involved, and rarely is the partially 
avulsed tissue viable. The delayed repair of such in- 
juries after the appearance of healthy granulation 
tissue is recommended in these cases, and split grafts 
followed by pedicle flaps are utilized when necessary. 

Extensive scarring of the lower leg, particularly 
over bony prominences, is frequently subject to break- 
down. Resection and repair by pedicle flaps is dis- 
cussed as a commonly required technique. Next, the 
authors mention stasis ulceration and its cause and 
make particular reference to the management of vari- 
cosities prior to grafting. Total excision down to the 
deep fascia followed by grafting is described as the 
treatment of choice. These patic xis are not allowed 
to ambulate until the third postoperative week. 

Lymphedema of the various etiologic types is de- 
scribed in some detail, and the many methods of treat- 
ment advocated in the past are outlined. “Physiologic” 
operations, such as the Kondoleon procedure, are be- 
lieved to be of little value for the leg and foot. The 
excisional techniques with removal of skin, fat, and 
fascia are thought applicable to many cases of lym- 
phedema. The tissues are removed en bloc from the 
knee to the base of the toes and then placed upon 
a sterile table for excision of split grafts. From the 
thigh, these grafts are removed before the en block 
resection of the skin, fat, and fascia, because of the 
absence here of bony irregularities. The complications 
of these procedures are discussed, and postoperative 
papillomatous growths on the foot are described. 

— William R. Nelson, M.D. 


Treatment of Pilonidal Sinus by Primary Closure. 
FENNELL P, Turner and Joseph W. O’Ner. Arch. 
Surg., 1959, 78: 398. 


ONE HUNDRED FORTY-FIVE PATIENTS with sympto- 
matic pilonidal sinus were admitted to the Veterans 
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Administration Center Togus, Maine, during the 
7 year period covered in this study. One hundred 
twenty-five unselected patients were treated by ex- 
cision and primary closure by a technique utilizing 
a bilateral musculofascial flap dissection and closure 
without buried suture material by means of removable 
far and near sutures of stainless steel. 

Primary wound healing was obtained in 88.8 per 
cent of the patients in the entire study and in 98.4 
per cent of 61 patients operated upon by the authors. 

— W. Foster Montgomery, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


The Utilization of Homografts Alternated with Auto- 
rafts (Mowlem-Jackson ) in the Treatment of Large 
| meone (L’utilisation des homogreffes alternées avec des 
autogreffes (Mowlem-Jackson) dans le traitement des 
ands brulés). P. Corson, P. Lectercg, R. Hovor, 
. GANGOLPHE, and H. Janvier. Ann. chir. plast., 1958, 

3; 275. 


In 9 cases of deep burns of more than 30 per cent, but 
not exceeding 40 per cent of the body surface, the 
authors employed the technique of Mowlem and 
Jackson, i.e., the use of alternating strips of homo- 
grafts and autografts of skin. When applied to granu- 
lating burns, the grafts bring about prompt improve- 
ment in the general condition. After the third day the 
autografts and homografts join. This can be observed 
macroscopically and histologically. Between the 
eighth and fifteenth days the homografts appear to 
contract while the autografts expand, maintaining 
continuity of the skin surface. The exact time when 
the homograft disappears is difficult to determine but 
probably it is about the seventeenth day. On occasion 
a speeded up rejection of the homograft occurs on 
approximately the eighth day as a result of various 
immune reactions. The optimal width of the strips of 
homograft appears to be 15 mm. The final plastic re- 
sults are variable in terms of the amount of cicatrix 
and the appearance of the grafted areas. 
—John H. Wulsin, M.D. 


Hospital yo gag Infections (Neue Erkenntnisse 
auf dem Gebiete des Staphylokokken-Hospitalismus). 
Lupwic Grin. Medizinische, 1959, p. 143. 


ALTHOUGH staphylococcal infections have existed in 
hospitals sporadically as long as we can remember, it 
is only recently that a notable upsurge has been noted. 
This is especially true in clinics with the “most ad- 
vanced” antibiotic therapeutic armamentarium. The 
infections are caused commonly by antibiotic resistant 
organisms and the course of the disease clearly is 
more virulent. Differentiation of the infections con- 
tracted outside the hospital from those contracted in 
the hospital must be made. The first commonly pre- 
sents no problem and will be sensitive to antibiotics, 
but the latter’s resistance to antibiotics creates the 
main problem. Hospital infections are of different 
character, namely, primary infections, superinfec- 
tions, infections with organisms of a different antibiotic 
resistance and of different phage or serologic groups. 

The question has been posed whether hospital 
resistant staphylococci are fundamentally more patho- 
genic than antibiotic sensitive organisms. Although 
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TABLE I.—INCIDENCE OF INFECTIONS WITH AND 
WITHOUT ULTRAVIOLET LIGHT IN OPERATING 
ROOM 





h nfection s. 
Without ultrae With 
violet ultraviolet 
irradiation trradiation 
Thoracoplasty-radical 
eee 32% 0.35% 
Orthopedic procedures........ 16.5% 0.74% 
Neurosurgical operations... .. . 9.0% 0.22% 
Herniorrhaphy............... 8.3% 0.00% 
Partial thyroidectomy......... 1.8% 0.00% 
No. of operations............. 1735 2463 


clinically no great difference was observed, the first 
seem to be more active toxin formers. In volunteers 
no difference was observed following inoculation. 
Such individuals, of course, are healthy and resistant. 
The fact that some hospital staphylococcal infections 
can manifest themselves in epidemic proportions points 
in the opposite direction. The differentiation of 
staphylococci responsible for such epidemics from 
ordinary staphylococci is impossible with present 
bacteriologic techniques. 

The resistant staphylococci are being transmitted 
to the outside of the hospital by carriers and present 
an ever increasing threat. The epidemic evaluation of 
hospital infections is in its infancy. The possibilities 
are so many that the initial focus is difficult to dis- 
cover. The nasopharynx of a carrier is undoubtedly 
a common offender. 

The author mentions attempts by Hart to decrease 
postoperative infections by ultraviolet irradiation of 
the operating recom air. The method proved highly 
successful (Table I). 

The number of infections was also decreased (from 
8.6 per cent to 1.9 per cent) by improved air circu- 
lation, and at the same time a decrease of air bac- 
terial counts was demonstrated. Disinfection of the 
materials with which the patient comes in contact 
must be observed. Bed mattresses are another focus 
and replacement with those made of latex foam 
rubber is recommended as these are bactericidal to 
some extent. The occurrence of hospital infection 
today is indicative of the aseptic standards of a 
hospital. 

Antibiotics and chemotherapeutic agents pushed 
the biologic balance between the infectious agent 
and human host in favor of the humans. The develop- 
ment of resistant organisms is a move in the opposite 
direction and the fight against ‘staphylococcal- 
hospitalismus” is a fight to retain effective antibiotics. 

—Karel B. Absolon, M.D. 


Acquired Resistance to Trauma (Ueber erworbene 
rauma-Resistenz). L. Kostowskt. Deut. med. Wschr., 
1959, 84: 558. 


THE THOUGHT that an endured illness can cause pro- 
tection against a repetition of the illness is the foun- 
dation of immunology and immunotherapy of infec- 
tious diseases. Less prevalent is the idea that there is 
an acquired resistance to nonbacterial injury, espe- 
cially as seen in poisons. A hardly known fact on 
which little research has been done is the finding that 
not only infections but also traumata can increase the 
defense of the organism against repeated trauma. 
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Most of the work along this line has been done on 
trauma caused by burns. Recent experiments have 
been made on rats subjected to whirling drums at 
various speeds. The animals seemed to develop resist- 
ance to the various effects of this trauma. 

To supplement these investigations, the author used 
as experimental trauma a 6 hour long ischemia of one 
hind leg of a rat. This was achieved with a rubber 
tourniquet during a short period of ether anesthesia. 
This caused numerous disturbances in the rat, e.g., 
dilution of the blood, changes in the blood cells, water 
and electrolyte imbalance, and changes in the hemo- 
dynamics, all of which regularly cause “posttraumatic 
disease.” If, after recovery of the rat, the same type 
of ischemia is produced on the other hind leg, the 
posttraumatic changes are diminished, do not occur 
at all, or take place much sooner. 

The author describes in detail the effect of trauma 
on blood proteins, blood cells, histamine content, 
water content of organs, especially of the adrenals, 
blood pressure, and immunologic conversion. 

If the favorable observations by Russian authors of 
an immune therapy of burns is confirmed, far-reaching 
results may be expected. Perhaps then it may be pos- 
sible to produce, conserve, and have in readiness 
protective material from animals that can at any time 
be used in severe autolytic disease, especially in burns, 
and also in necrosis of the pancreas, posttraumatic 
myolisis, and similar conditions. These protective re- 
sults, thus far purely empirical, deserve further proof 
and analysis of their substratum. Perhaps here, as 
once was the case in infectious diseases, the immune 
therapy will precede the chemotherapy. Thus a way 
would be opened toward a causal therapy of bio- 
chemical disturbances. —Alfred H. Noehren, M.D. 


Is Rabies a Curable Disease? (La rage ne serait-elle 
une maladie curable?). N. ConsranTINEsco and N. 
Birzu. Presse méd., 1959, 67: 331. 


SOME ANIMALS have a natural resistance to the rabies 
virus. When the brains of fowls were inoculated with 
rabies virus, in 6 of 11 paralytic symptoms developed. 
Of these, only 1 died and 5 recovered. Histologic 
studies of fowls in which paralytic symptoms developed 
revealed inflammatory nodules in the brain and mono- 
cytic infiltration of cerebral tissue. Cultures of the 
cerebral tissue of these birds were sterile, indicating 
that the virus did not remain alive. 

Rabies virus was cultured from the sciatic and 
brachial nerves of 10 unvaccinated dogs and rabbits. 
Of 20 vaccinated animals, the virus could be cultured 
from the nervous tissues of 5. 

The virus cultivated from the saliva of human pa- 
tients with rabies was injected into animals. In 25 
nonvaccinated animals, the salivary glands in 80 per 
cent contained virus. In 28 vaccinated animals, only 
14 per cent had positive salivary gland cultures. 

Rabies virus obtained from the street occasionally 
kills vaccinated animals. At autopsy, the typical Negri 
bodies found in the brains of unvaccinated animals 
are absent. 

In mice given antirabies vaccine and subsequently 
injected with rabies virus intracerebrally, there is in- 
hibition of growth of the virus as compared to non- 
vaccinated mice. Some mice in this group may be 


killed as a result of these injections, yet no living 
virus may be present in the brain. 
Mice hyperimmunized to rabies, rapidly destroy 
the virus subsequently injected into the brain. 
—Frederick W. Preston, M.D. 


Erythromycin as an Adjunct in the Treatment of 

etanus, EMILIANA VELASCO-JOVEN, Deocracias T, 

D. Tan, and Nicotas vE Jesus. 7. Philippine M. Ass., 
1958, 34: 473. 


THE AUTHORS are in a position to evaluate the clinical 
treatment of tetanus. The principles of treatment fol- 
lowed are: 

1. Neutralization of toxin with 40,000 to 60,000 
units of antitoxin given intravenously with 5 per cent 
dextrose. 

2. Treatment with erythromycin. 

3. Control of symptoms, i.e., spasms and cardiore- 
spiratory failure. 

4. Prevention of complications such as pneumonia, 
dehydration, and allergy. 

One hundred consecutive patients were treated 
from February 13 to May 23, 1957. So many cases 
in a short period gives some idea of the magnitude 
of the problem. All routes of administration were used 
for the administration of erythromycin. Antibiotic 
treatment was continued for 1 or 2, rarely 3 weeks. 
A 6 hour dosage schedule was followed. 

Cases were classified according to degree of severity 
when first seen. Over-all mortality was 16 per cent 
and ranged from no mortality in the mild group of 
cases, to 57 per cent in the 21 cases classified as severe 
on entrance to the hospital. Mortality also increased 
with age and was found to be 60 per cent after age 50. 

Only patients who survived the first 48 hours are 
studied, as those who died before this time were not 
considered to have had an adequate period of treat- 
ment. 

The authors regard tetanus antitoxin as the prin- 
cipal method of treatment necessary to control the 
disease. Erythromycin is used as an adjunct to stop 
growth of Clostridium tetani and consequently toxin 
production. Dosage of erythromycin is 200 to 250 
mgm. every 6 hours for adults. f 

The over-all mortality of 16 per cent is the lowest 
reported; however, in the severe cases with complete 
trismus, frequent spasms of long duration, and fever, 
even excluding those arriving late and dying within 
the first 48 hours, the mortality still remains 57 per 
cent, even in the hands of those familiar with the dis- 
ease and concentrating on its careful treatment. 

—Carl H. Calman, M.D. 


ANESTHESIA 


Translaryngeal Anesthesia: A Review. Martin IRwIN 
Gotp and Donatp RosertT BeucHEL. Anesthesiology, 
1959, 20: 181. 


Tuis Is A REVIEW of the status of translaryngeal anes- 
thesia, a method of topical anesthetization first de- 
scribed approximately 40 years ago. It has been inac- 
curately called “‘transtracheal” anesthesia. Many 
misconceptions and certain controversial issues pre- 
vail concerning this procedure which involves punc- 
ture of the cricothyroid membrane and injection of a 





local anesthetic drug solution into the larynx. The 
viewpoints expressed in the available literature have 
been summarized. 

The patient may be either awake or asleep during 
the puncture. A skin wheal is not necessary if a small 
gauge needle is used. Sterile solutions are recom- 
mended. The choice of local anesthetics is varied, and 
many different ones have been used. Varying volumes 
have been used, the most common being 2.0 ml. 
Among anesthesiologists the primary indication for 
transcricoid puncture is anesthetization of the laryn- 
geal and tracheal mucosa prior to oral or nasal tra- 
cheal intubation. A second indication is for bronchos- 
copy. Other less common indications for transcricoid 
puncture are listed. 

There are some definite contraindications to trans- 
laryngeal anesthesia. The most commonly stated one 
is the presence of an enlarged thyroid gland or a tumor 
overriding the thyroid or cricoid cartilage. Active dis- 
ease of the tracheobronchial tract, including infection, 
especially tuberculosis, or carcinoma constitutes a 
contraindication. The administration of translaryn- 
geal anesthetics 17,500 times has been reported in the 
collective literature. Complications appear to have 
been few. Many serious theoretical complications have 
been discussed but never actually reported. The 
anatomy and the accepted techniques for producing 
translaryngeal anesthesia are discussed. 

— Mary Frances Poe, M.D. 


Comparison of Demerol, Nembutal, or Benadryl with 
Atropine or ae for Preoperative Medica- 
tion, GerTIE F. Marx and Louis R. Orkin. WN. York 
State F. M., 1959, 59: 78. 


Tuis srupY was undertaken to compare the preopera- 
tive effect of demerol, nembutal, and benadryl in 
combination with atropine or scopolamine. Investi- 
gation was designed to employ a blind technique. The 
three drugs were supplied in a concentration of 50 
mgm. per cubic centimeter. An evaluation was made 
of the sedation, retrograde amnesia, pulse and respira- 
tory rates, excitement and excessive secretions. 
Scopolamine was found to be a better drug than 
atropine in regard to sedation, amnesia, and ease of 
induction. Benadryl was found good when antihista- 
minic action and the inhibition of secretions were 
important. The optimal dose was 100 mgm. The 
effects of nembutal were proportional to the dose. The 
combination of demerol and scopolamine produced 
the most desirable results. Thirty to 90 minutes after 
intravenous injection of the medication the best effects 
were noted. — Mary Karp, M.D. 


Fluothane: Incidence and Significance of Hypoten- 


sion. M. Bourceots-GavarpDIN, J. H. Lawrence, L. 
W. Fasian, S. J. Dent, and C. R. STEPHEN. South. 
M., F., 1959, 52: 53. 


IT HAS BEEN FOUND that during the induction of anes- 
thesia greater drops in the blood pressure occur with 
fluothane than with other general anesthetic tech- 
niques. This hypotensive effect appears to be a direct 
reflection of the concentration of fluothane. 

In a series of 1,500 cases the incidence of blood 
pressure fall greater than 20 mm. of Hg systolic was 
15 per cent during the induction of anesthesia. The 
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fall in blood pressure which occurred under fluothane 
has not been elucidated completely. Several causes 
for this effect have been suggested: (1) the ganglionic 
blocking effect of fluothane with its resultant pe- 
ripheral vasodilatation, (2) a direct myocardial de- 
pressant effect, (3) possible central vasomotor de- 
pression, and (4) stimulation of the baroceptors. 

Since the onset of hypotension can be controlled to 
some extent by limiting the concentration of fluothane 
inhaled, it follows that this complication can be 
minimized by accurate vaporization. The vaporizer 
should be placed between the gases being supplied 
from the machine and the inlet to the circle system. 
Safe administration implies accurate means of vapor- 
ization within the clinical ranges of usefulness. 

— Mary Karp, M.D. 


A Review of the Cases of Cardiac Arrest at Vander- 
bilt University Hospital and Thayer Veterans 
Hospital, Lawrence G. Scuuti. South M. 7., 1959, 
52: 143. 


To ASCERTAIN the rate of occurrence and the possible 
cause of cardiac arrest during anesthesia and surgery, 
the author reviewed those cases occurring at two 
hospitals. 

During the period from January 1, 1952 through 
December 31, 1957, anesthetics were given at the two 
hospitals a total of 47,290 times. The number of in- 
stances of cardiac arrest was 79. There were 17 
instances of complete recovery. 

The term “cardiac arrest’’ is used for those cases in 
which the failure of the heart was more or less unex- 
pected. When the term “‘complete recovery” is used, 
it refers to those cases in which clinically no residual 
effect whatsoever of cerebral or other damage could 
be found to result from the cardiac accident. Fifty-one 
instances of arrest occurred in noncardiac surgical pa- 
tients. The patients having abdominal surgery make 
up the highest percentage of these cases—28 or 59 per 
cent. A table presents the probable causes of cardiac 
arrest in the 51 noncardiac surgical cases: interference 
with gaseous exchange, leading to either hypoxia or 
hypercapnia, account for 22; hypotension associated 
with spinal anesthesia, 3; and rapid increase in depth 
of anesthesia, 2. Thus, in 27 (53‘per cent) cardiac 
arrest was due to an error in anesthetic management 
or technique. This gives an incidence of 1 in 1,750 due 
to anesthesia per se. In this group, however, 12 of the 
16 made a complete recovery, giving an anesthetic 
mortality of 1 in 3,150 cases. 

It appears that the majority of such instances were 
preventable. The principle causes were inadequate 
gaseous exchange and hypotensive states, which 
should be anticipated and therefore avoided. 

— Mary Frances Poe, M.D. 


Chronic Complete Traumatic Occlusion in the 
Larynx Secondary to Endotracheal Anesthesia and 
Its Plastic Correction. Donatp F. Procror and 
Mitton T. EpGerton. Ann. Otol. Rhinol., 1959, 
68: 187. 


THIs IS A REPORT of a severe granulomatous lesion 
and the correction of the resulting stenosis by grafting 
the lumen of the larynx, including the actual surface 
of both vocal cords. 
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The pertinent history of the patient includes two 
episodes of endotracheal intubation, 6 and 3 years 
prior to the diagnosis of laryngeal stenosis. No details 
regarding the anesthetic techniques employed were 
available to the author. 

In a 2 stage procedure, the granulomatous mass 
was removed and a split thickness graft applied to the 
glottic aperture. Ten months after the corrective 
operation, the patient had a hoarse but satisfactory 
voice and no difficulty with breathing or swallowing. 

— Mary Frances Poe, M.D. 


Anesthetic Management of Congenital Atresia of the 
Esophagus and Tracheoesophageal Fistula. Rita 
GotpMAN Jacoss and E. M. Papper. NV. York State 
J. M., 1959, 592995. 


THIS PAPER PRESENTS the problems encountered by 
the anesthesiologist in 72 operations for tracheo- 
esophageal fistula at the Babies Hospital, New York, 
in the 7 years between 1950 and 1956. Of these pa- 
tients 41 lived, a survival rate of 57 per cent. Infants 
born with this anomaly are often premature (46 
per cent in this series) and frequently have con- 
comitant serious anomalies other than esophageal 
atresia (31 per cent in this series). The high incidence 
of prematurity and congenital anomalies increases 
the mortality rate. Of the 31 infants who were full 


term and had no other serious anomalies, 84 per 
cent survived. 

The special considerations of anesthetic manage. 
ment fall into 3 main categories: 

1. The problems of an open chest, which are best 
solved by assisted or controlled respirations via an 
endotracheal tube. 

2. The problems of the newborn, which can be 
relieved by the availability of equipment designed 
for the very small patient and utilized by an anes- 
thesiologist who is experienced in their use. 

3. The problems of physiologic disturbances due to 
prematurity, pulmonary infection, malnutrition, de- 
hydration, or other congenital defects. These patients 
must be treated by a meticulous preoperative and 
postoperative tracheobronchial toliet, careful super- 
vision of electrolyte and fluid therapy, and skillful 
production of light inhalation anesthesia. 

Early diagnosis is essential. Without it, aspiration 
of milk at the infant’s first feeding and overflow of 
salivary secretions result in lobar pneumonia and 
atelectasis. The patients then reach the operating 
room with pulmonary and electrolyte problems which 
increase the hazard of surgery. The practice of passing 
a catheter into the stomach in the delivery room is 
an invaluable aid to prompt diagnosis. 

— Mary Frances Poe, M.D. 
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ROENTGENOLOGY 


Secretory eopephy in Diseases External to the 
Major Salivary Glands. Irvinc M. Bratt, Joun E. 
MacIeEtsk!, JAMES H. MAxweELt, and JOHN 
Ann. Otol. Rhinol., 1959, 68: 175. 


THis REPORT is concerned with the results of a sialo- 
graphic study of 31 patients, and there are 12 excellent 
roentgenograms showing the salivary glands during 
filling and emptying of the salivary ducts. 

The filling phase shows the displacement, compres- 
sion, or distortion of the duct system. The emptying 
phase is important in that intrinsic salivary gland 
neoplasms show retention of contrast material in 
postevacuation roentgenograms. 

—Eugene P. Pendergrass, M.D. 


. Hort. 


Comparison of Medium Voltage and Supervoltage 

Roentgen Therapy in the Treatment of Oro- 

x cers. GrtBERT H. FLETCHER, WILLIAM 

g acComs, Paut M. Cnau, and WeEsLey G. 
FARNSLEY. Am. 7. Roentg., 1959, 81: 375. 


EvERY RADIOTHERAPIST who has had experience with 
supervoltage equipment is ready to state that it is 
superior to conventional equipment in the treatment 
of several groups of cancers, but at the same time, he 
is unable to substantiate his statement with figures. 
The ease of delivering adequate doses with less dis- 
comfort to the patient and the strikingly mild skin 
reactions are always cited. 

In this review the tumors of the soft palate were too 
few for statistical significance. With regard to car- 
cinoma of the retromolar trigone-anterior faucial pil- 
lar the orthovoltage group was composed of the better 
cases. Equally good results were obtained in favorable 
cases with orthovoltage and supervoltage. The tumors 
of the tonsils were appreciably less advanced in the 
orthovoltage group. Despite this there was a statisti- 
cally significant higher incidence of control of the 
primary lesions in the supervoltage group. With 
supervoltage therapy, survival rates at 1, 2, and 3 
years were better for all patients, and for the more 
favorable ones (balance) with the same degree (15 per 
cent level) of statistical significance. This significance 
is enhanced by the fact that the orthovoltage group 
was composed of more favorable cases. The survival 
rate of unfavorable cases was better at one year with 
supervoltage therapy, but later fell at 2 and 3 years 
primarily because of metastases. 

The tumors at the base of the tongue were alike 
in the orthovoltage and the supervoltage groups. 
The local control was poor in the orthovoltage group 
and was significantly increased with supervoltage. In 
the unfavorable cases there were more survivors at 1 
year in the supervoltage group, but the margin nar- 
rowed at 2 and 3 years because of metastases or inter- 
current disease. In the more favorable cases (balance) 
approximately the same number of survivors was 
noted at 1 year but at 2 and 3 years there were more 
in the supervoltage group, indicating a more perma- 


nent control. There was a somewhat (15 per cent 
level) better control for the whole supervoltage group. 
In carcinoma of the pharyngeal wall control of the 
primary lesion was achieved in only 1 of 9 orthovolt- 
age cases. The primary control in the supervoltage 
group was much better. 

An analysis of all the oropharynx cases showed that: 
(1) despite the fact that there were more advanced 
cases in the supervoltage group, the control of the 
primary lesions was much better with supervoltage 
therapy; (2) the difference in the number of survivors 
at 1, 2, and 3 years was significant at the 15 per cent 
level. In the unfavorable subgroup, the number of 
survivors was greater at 1 year, but the difference nar- 
rowed at 2 and even more so at 3 years (still 15 per 
cent level). In very advanced cases, local failures 
occurred even with supervoltage, but metastases were 
still the more common cause of death. With better 
control of the primary lesions and lymph nodes with 
supervoltage therapy, there was also an increase in 
deaths due to distant metastases, intercurrent dis- 
eases, and later primary lesions. 

With the exception of the early or moderately early 
tumors of the palatine arch which can be given ade- 
quate doses by combinations of local therapy and ex- 
ternal irradiation, supervoltage radiation therapy 
makes it possible to deliver higher doses and therefore 
is locally more effective. Control of the primary 
tumors is the rule. In the squamous cell carcinomas of 
the oropharynx, the incidence of controlled primary 
lesions is much higher with supervoltage therapy. 
There is also better control of the neck lymph nodes 
by irradiation alone or a combination of irradiation 
and neck dissection. Because of the advanced age of 
the patients and the metastasizing tendency of the 
tumors of the oropharynx, the number of longer sur- 
vivors is not significantly increased. The palliative 
benefits are strikingly better than with open 250 kv. 
portals. Grid therapy with 250 kv. showed a greater 
degree of palliative value than therapy with open 
portals but was not as satisfactory as supervoltage 
therapy. —Frank L. Hussey, M.D. 


Local Sequelae to Carotid Angiography with Colloid 
Thorium Dioxide. OLE G. BAcKER, MoGENs FABER, 
and HELMER RasmussEN. Acta chir. scand., 1958, 115: 
417. 


IN A SERIES of 222 patients observed 7 to 18 years after 
carotid angiography with thorotrast, 25 were found 
to have extravascular deposits of thorium dioxide 
which had been given by exposing the carotid artery 
and injecting into the exposed vessel. Percutaneous 
injection as presently practiced was used in only one 
patient. The dosage varied from 10 to 15 ml. of thoro- 
trast and the average follow-up period in the series 
was 12 years. 

Gamma radiation surface measurements in the 
patients varied from 200 to 3,200 counts higher per 
minute compared with the background count over the 
normal neck. 





The various types of late sequelae’ included paraly- 
sis of the recurrent laryngeal nerve in 5 patients; 
Horner’s syndrome in 4 patients; paralysis of the 
accessory nerve in 1 patient; Raynaud’s symptoms in 
1 patient; signs of carotid compression in 1 patient; 
dysphagia in 7 patients; stridor from laryngeal edema 
in 1 patient; local pain in 3 patients; rheumatic pain 
and shoulder girdle in 3 patients; and a palpable 
mass in 10 patients. There was no malignant trans- 
formation and 9 patients were asymptomatic. One 
patient died of sequelae of the extravascular deposition 
of the contrast material. 

The authors indicate that, despite the 5 per cent 
incidence of local sequelae, the possible systemic 
damage caused by the medium was too high for a 
purely routine diagnostic procedure (this medium is 
penn if ever, used in present day carotid angiog- 
raphy). 

In the discussion of the reactions it is indicated that 
the local effect of thorium may be due to mechanical 
or chemical irritation or to radiation. Tissue reaction 
consists of the formation of acellular, fibrous connec- 
tive tissue with hyalinization and small necrotic foci 
and is presumed to be primarily due to the perma- 
nent radiation present. It is indicated that there is 
little chance of improving the existing disturbances by 
surgical extirpation of the neck deposits. 

— Moris Horwitz, M.D. 


MISCELLANEOUS 


The Use of Intravenous Fat Emulsions in Surgical 
Patients. FREDERICK W. Preston and GerorcE C. 
HENEGAR. Surg. Clin. N. America, 1959, 39: 145. 


REACTIONS TO FAT EMULSIONS can be classified as fol- 
lows: (a) immediate reactions—(1) colloid, (2) pyro- 
genic, and (3) miscellaneous, including nausea, vom- 
iting, headache, dizziness, sensation of abdominal 
fullness, and variations of the blood pressure, and 
(b) late reactions—lethargy, fever, anorexia, nausea, 
vomiting, melena, hematemesis, abdominal pain, 
hepatomegaly, jaundice, and anemia (fat overloading 
syndrome). 

The authors’ experiences include more than 1,000 
intravenous infusions of a fat emulsion containing 15 
per cent cottonseed oil given to 62 hospitalized pa- 
tients. Early reactions were tabulated for the first 644 
infusions. Eighteen and six-tenths per cent of the in- 
fusions were associated with a temperature elevation of 
1.1 degrees F. or more, 4.7 per cent were associated 
with nausea, 2.2 per cent with anorexia, 1.7 per cent 
with vomiting, and 0.7 per cent with chills. There 
were no severe reactions to the more than 1,000 in- 
travenous infusions. 

Intravenous fat is metabolized in a manner similar 
to orally ingested fat. Evidence of this comes from 
four types of experiments: (1) respiratory quotient 
and oxygen consumption experiments, (2) radioac- 
tive isotope-labeled fatty acid experiments, (3) 
weight gain studies, and (4) metabolic balance 
studies. 
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The fat emulsion discussed in the article (lipomul 
I.V.) causes accumulation of a brown pigment in the 
liver if given over a long period of time. The exact 
nature of this pigment is not known. When fourteen 
consecutive daily infusions of 500 ml. of fat emulsion 
were given, impairment of hepatic function resulted 
but the impairment was temporary. The bromsulfalein 
retention test was most consistently affected. Other 
liver function tests became abnormal in fewer patients. 

The emulsion was given to a patient with a pan- 
creatic fistula.’ No increase in the volume of pancre- 
atic secretion resulted. 

A single infusion causes hypercoagulability of the 
blood during the phase of lipemia. Daily infusions of a 
fat emulsion for 14 days or more may cause hypo- 
coagulability of the blood. Blood coagulation tests be- 
came abnormal in 8 patients given twenty-one or 
more daily infusions and 3 patients in this group 
hemorrhaged severely. 

Fourteen or more consecutive daily infusions of 500 
ml. to 600 ml. are well tolerated, but the fat overload- 
ing syndrome and coagulation defects may develop if 
this amount is exceeded. 


Harmful Effects of Gynecologic Irradiation Viewed 
from a Surgical Standpoint (Roentgenschaeden 
nach gynaekologischer Strahlenbehandlung in chirur- 
ged Sicht). F. KRANEPUHL, Ol. Chir., 1959, 84: 
104. 


THE IRREVERSIBLE DAMAGES of normal tissue caused 
by irradiation of tumors of the female reproductive 
organs are so numerous that they do not lend them- 
selves to a practical classification. Moreover, a re- 
action after irradiation cannot always be differenti- 
ated from a recurrence of the tumor. 

Early reactions, such as acute edema, intensifica- 
tion of inflammatory processes, or secondary infec- 
tions, usually affect the intestinal mucosa, whereas 
late reactions commonly develop in the muscular 
layers and connective tissue and lead to the formation 
of stenoses and cicatricial constrictions. Colitis, which 
is another sequel of irradiation, disturbs the normal 
symbiosis of intestinal mucosa and micro-organisms 
with the resulting development of nonphysiologic 
flora that in turn interferes with resorption, causes 
damage of the mucosa, and thus establishes a vicious 
circle. Cystitis, vascular changes with potential throm- 
bosis, osteoporosis, and complete necrosis of bony 
structures are also sequels of irradiation. 

In numerous instances surgical removal of damaged 
tissues is imperative. Examples of indications are acute 
intestinal symptoms, massive hemorrhages from the 
large bowel, or chronic ulcerations with threatening 
malignant degeneration. 

The author reports 7 cases in which considerable 
harmful effect followed irradiation of malignant 
tumors. Cancer of the cervix was present in 6 and 
uterine sarcoma in one. Of 5 cases in which surgical 
procedures were required, 4 had osseous changes in 
the hip articulation, and 3 had massive intestinal 
hemorrhages. — Joseph K. Narat, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


Magnesium +g ce in Man. Russett E. RANDALL, 
Jr., Erste C. Rossmeist, and KennetH H. BLeirer. 
Ann. Int. M., 1959, 50: 257. 


THE DISCOVERY of low serum concentrations of mag- 
nesium in farm livestock spontaneously developing 
lactation tetany or grass staggers has led to a more 
extensive investigation of this ion in animals and, 
more recently, in the human. Similar neuromuscular 
syndromes are associated with states of magnesium 
depletion in animals and in the human, and in many 
cases their improvement is coincident with the ad- 
ministration of magnesium. 

Twelve cases with similar neuromuscular and 
psychiatric abnormalities and associated disturbances 
in magnesium metabolism have been studied. In 10 
instances the serum magnesium concentration was 
markedly depressed. Three cases, presented in great 
detail, are illustrative of the difficulties involved in the 
study of clinical magnesium depletion disorders. 

The first case is that of an elderly male with recur- 
rent adenocarcinoma of the rectum after initial 
surgery and subsequent heavy irradiation for a sacral 
recurrence. Diarrhea secondary to intestinal malab- 
sorption preceded the development of mental confu- 
sion followed by muscular rigidity, cogwheeling, 
coarse tremors, opisthotonos, and fasciculations of 
large and small muscle groups. Marked depression of 
both the serum calcium and the serum magnesium 
were discovered at this time. Infusion of calcium 
caused no clinical improvement. Eighteen hours after 


. the initiation of intravenous magnesium therapy the 


patient was remarkably rational, oriented, and free 
of any neuromuscular disorder. Retention of at least 
76 per cent of the administered dose of magnesium 
indicated a state of depletion of the body magnesium 
store. 

The second patient was an elderly chronic alcoholic 
in whom similar symptoms developed after copious 
gastric and fecal fluid losses followed a partial colec- 
tomy for multiple benign polyps. Administration of 
magnesium resulted in improvement, and temporary 
cessation of magnesium administration was associated 
with a fall in the serum magnesium concentration and 
the return of psychiatric and neuromuscular symp- 
toms. 

The last case is that of a middle aged laborer, 
known previously to have diabetes and chronic 
pyelonephritis, in whom focal seizures developed after 
the sudden onset of a right hemiparesis and aphasia. 
After 3 weeks of seizure activity, a positive Trousseau 
test led to the discovery of depressed serum concen- 
trations of magnesium and calcium. A hypokalemic 
alkalosis was also present and was believed to be sec- 
ondary to a lack of potassium intake in the face of 
increased renal potassium loss. After magnesium, 
calcium, and potassium therapy dramatic improve- 
ment occurred, and several weeks later the patient 
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was fully ambulatory, showing a residual right hemi- 
paresis and speech defect. 

Electroencephalographic studies in 6 patients 
showed nonspecific slowing and low voltage. Electro- 
cardiograms uniformly revealed generalized and non- 
specific ST segment depressions and low T wave volt- 
age. Both studies did not correlate well with the 
concentration of serum magnesium, and improve- 
ment lagged well behind clinical improvement in all 
patients so tested. 

Of interest is the depression in serum calcium 
noted in all patients in this study. Furthermore, the 
administration of magnesium sulfate alone in three 
instances was associated with prompt increase in the 
serum calcium. It is suggested that in the presence of 
magnesium depletion, calcium is sequestered exces- 
sively into the bone lattice or soft tissues, and that 
magnesium repletion might permit the release of this 
calcium, increasing the serum concentration and 
renal excretion of calcium. 

— Stuart L. Scheiner, M.D. 


Determination of Plasma Volume Using Intravenous 
Iron Dextran. ALEXANDER MacKENzIE and JUNE 
Tinbve, Lancet, Lond., 1959, 1: 333. 


A NEW TECHNIQUE for the determination of the plasma 
volume, using the intravenous injection of an iron- 
dextran complex (imferon), is reported. This sub- 
stance, ordinarily used in the treatment of iron defi- 
ciency anemia by intramuscular injection, may be 
administered safely intravenously and, owing to its 
large molecular structure, is not quickly removed 
from the circulation. The circulating iron can be 
measured accurately in about 30 minutes, using a 
method described by Trinder in 1956. As little as 0.5 
ml. of plasma may be used, and its iron content is 
obtained by comparing the results of the colorimetric 
determination with a graph prepared previously from 
a series of iron solutions. 

Forty-eight hours after the injection of 1 ml. of im- 
feron, the level of iron in the plasma had decreased by 
70 to 90 per cent, allowing for the accurate repetition 
of the plasma volume estimation at this time, if de- 
sired. The plasma volumes of 12 healthy adults were 
determined first with iron-dextran complex and 1 to 2 
weeks later with Evans blue dye. The results reported 
are entirely comparable. This estimation of plasma 
volume appears to be rapid, simple, and at least as 
accurate as the Evans blue technique, and offers the 
additional advantage over this latter method that it 
may be performed during periods of postcibal lipemia. 

— Stuart L. Scheiner, M.D. 


Hemophilic Blood Cysts. G. J. FRAENKEL, K. B. Tay- 
Lor, and W. C. D. Ricuarps. Brit. 7. Surg., 1959, 
46: 383. 


Two INTERESTING CASE REPORTS of chronic cystic 
hematomas in hemophiliacs are presented in detail 
together with a comprehensive discussion of previous 
work on this subject. 


In the first patient, a chronic hematoma on the 
lateral aspect of the right thigh was explored surgi- 
cally, and 2 cysts containing large quantities of old 
blood were found. Cardiovascular collapse developed 
during surgery and the patient died of renal failure on 
the eleventh postoperative day. Extensive histologic 
studies of the thigh wound and removed cysts re- 
vealed interesting changes due to degeneration from 
pressure within the muscular layers. From the appear- 
ance of the clots and the varying tissue reactions, 
hemorrhage had occurred into this thigh region on at 
least two or more occasions. 

The second case concerned a patient with bilateral 
thigh hematomas, one area having dissected into the 
pelvis. Simple drainage was carried out because of the 
patient’s precarious condition. Overwhelming infec- 
tion resulted in death, and postmortem studies re- 
vealed the cystic cavities to be similar to those seen in 
the first case. Old hemarthroses and many pelvic 
hematomas were also found. 

Case reports of deep seated hematomas in hemo- 
philiacs are outlined, and interesting facets of this 
condition are described. Encystment apparently 
develops because of the inability of the body to absorb 
large blood clots. Amazingly enough, at surgery there 
was little bleeding from the walls of the cysts in 1 of 
these cases. The differential diagnosis of these hema- 
tomas may not be easy, for certain soft tissue sarcomas 
may closely resemble these chronic blood clots. 

— William R. Nelson, M.D. 


The Behavior of the Sulfhydryls of the Blood Serum 
in Malignant Hemolymphopathies (Comportamento 
dei sulfidrili del siero nelle emolinfopatie maligne). W. 
Pao tno, L. Resecortti, and S. SARToris. Tumori, 1958, 
44; 347. 


THE BLOOD SERUM SULFHYDRYLS were determined in 
61 patients suffering from some form of malignant 
hemolymphopathy. Included were 7 cases of acute 
leukemia, 11 of chronic myeloid leukemia, 5 acute 
episodes of chronic myeloid leukemia, 10 cases of 
chronic lymphatic leukemia, 18 of Hodgkin’s disease 
(malignant lymphogranuloma), 4 of lymphosarcoma, 
and 6 of reticulosarcoma. The normal blood serum 
percentage for the sulfhydryls has been established in 
a previous publication as: nM. 55 +8.8, with the 
minimum placed at 46.2. 

In the acute leukemia group the average sulfhydryl 
reading was the highest of the entire material (average 
52) and the least number (2 cases) of below normal 
readings was found. In the acute cases of the chronic 
myeloid leukemia group, on the other hand, were 
found the lowest sulfhydryl readings (average 35) and 
the highest reading obtained was 46. The divergence 
in the sulfhydryl readings in these two groups of 
acute conditions is ascribed by the authors to the 
absence or meagerness of cells of the blastic type in 
the circulating leucocytes in the acute leukemia series, 
and their predominance in the acute phase of chronic 
myeloid leukemia. In other words, in any leukemic 
patient whose condition is becoming acute the hyper- 
plastic process is, of course, active, while in acute 
leukemia, where the whole process is beset by periods 
of remission, there are certain to be instances in which 
the hyperplastic process is more or less in abeyance. 
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In all the other groups the values obtained were, on 
the average, intermediate between those of the first 
two groups discussed, but always below normal. 

In the group with Hodgkin’s disease the sulfhydryl 
blood serum readings gave some indication of prog- 
nosis in the sense that of those patients who initially 
presented a below normal reading, the subsequent 
period of survival averaged 5 months, while those 
whose readings were within normal limits showed an 
average subsequent period of survival of 2 years. 

On the whole, in the patients followed up for some 
time, it was determined that there was always a drop 
in the sulfhydryl values coincident with a period of 
increase in the number of circulating leukocytes. 

—John W. Brennan, M.D. 


The Management of the Patient with a Hemostatic 
Defect During the Period of Surgery. W. R. Pirney. 
Med. 7. Australia, 1959, 1: 65. 


Two PROBLEMS may confront the surgeon when it is 
desirable to have information concerning a patient’s 
hemostatic mechanism. The more common one is en- 
countered when the person admitted to the hospital for 
elective surgery volunteers the information that he isa 
“‘bleeder.” The second is the known bleeder in whom 
surgical intervention is necessary, perhaps a life- 
saving measure. 

The investigation of the patient who may be a 
bleeder must include a careful clinical history and 
sufficient laboratory tests to exclude the known causes 
of abnormal bleeding. In the author’s laboratory the 
following tests were used as a screening procedure for 
any patient whose history suggested that he may be a 
bleeder: the Hess (tourniquet) test, examination of a 
blood film, a platelet count, estimation of the bleeding 
time, one-stage estimation of the prothrombin time, 
and the thromboplastin generation test. 

If an abnormality is detected by any of these tests, 
further lines of investigation are followed. The man- 
agement of a patient with a bleeding tendency for 
whom surgery is indicated is modified by the nature 
of the defect present. The author considers the more 
common bleeding disorders which may be encount- 
ered. For thrombocytopenic purpura, splenectomy is 
still the treatment of choice in the majority of pa- 
tients. Steroid therapy is useful in the medical treat- 
ment of thrombocytopenia, and if such has been used 
preoperatively it should be continued. The author 
recommends transfusion of platelet-rich, fresh blood 
at the time of operation as a useful preventive measure 
for operative and postoperative oozing from the 
wound in the splenic bed. He has shown that frozen 
platelet suspensions exert a hemostatic function similar 
to that of intact platelets. Platelet-rich blood may be 
obtained by taking blood from donors through plastic 
“taking sets” and placing it into plastic transfusion 
bags. The blood is administered through a plastic 
‘giving set.”? Blood drawn on the day of operation 
should be used. 

The bleeding tendency in hemophilia is also con- 
sidered when the coagulation defect is caused by a 
deficiency or by complete absence of plasma anti- 
hemophilic globulin (AHG). Deficiency causes defec- 
tive plasma thromboplastin production and imperfect 
conversion of prothrombin to thrombin. Hemophilia 
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can be detected in the laboratory by the thromboplas- 
tic generation test or by one of several methods of 
AHG assay. Bleeding is likely to occur when the plas- 
ma AHG concentration is less than 30 per cent of 
normal. The most readily available source of AHG is 
fresh normal plasma. Serum is useless in the treatment 
of hemophiliac bleeding. The most effective plasma is 
separated within 2 hours after collection of the blood 
and used immediately. Plasma may be stored frozen 
at minus 20 degrees C. with only a small loss of po- 
tency if it is separated and frozen immediately after 
collection of the blood. A rough guide or working 
principal is to transfuse one liter of fresh plasma im- 
mediately before surgery as fast as possible, and then 
maintain the plasma-drop administration at the rate 
of 4 ml. per kilogram of body weight every 4 hours. 
An adult usually requires 2.5 liters of fresh plasma in 
the first 24 hours and then 1.5 to 2 liters a day there- 
after. It is much easier to prevent a hemophiliac from 
bleeding than it is to stop uncontrolled bleeding. 

Reference is made to von Willebrands’s disease, 
which is an imperfectly understood group of bleeding 
disorders. The most important laboratory findings are 
a positive response to the tourniquet test and a pro- 
longed bleeding time. As noted by the author, experi- 
ence with patients in this group suggests that elective 
surgery can be carried out successfully if performed 
when the bleeding time is normal and the response to 
the tourniquet test is negative. The bleeding time 
should be determined after the patient has been ad- 
mitted to the hospital, after which daily tests of the 
bleeding time and of the capillary fragility are made. 
As soon as normal values are obtained surgery is car- 
ried out without any other precaution. For patients 
with von Willebrand’s disease who have low plasma 
(AHG) concentrations, intensive therapy with fresh 
plasma before surgery would appear to be rational. 

The last group of diseases considered are those 
related to the liver. The patient with obstructive 
jaundice is likely to bleed because the body suffers 
from a deficiency of vitamin K. If vitamin K is ad- 
ministered parenterally the coagulation defect is cor- 
rected and surgery can be performed without danger 
of hemorrhage. The patient with hepatocellular 
damage does not suffer from vitamin K deficiency and 
vitamin therapy is ineffective in correcting any hemo- 
static defect that may be present. In treating cirrhotic 
bleeding from esophageal varices it is important to 
realize that, in addition to the mechanical factors 
present, the patient is a bleeder. The hemostatic de- 
fect should be corrected as far as possible before any 
surgical procedure is performed on a patient with 
hepatocellular damage. The most readily available 
source of coagulating factors is fresh human plasma, 
and adequate plasma therapy is a rational way to cor- 
rect the bleeding tendency. Therapy should be con- 
trolled by both the prothrombin time estimation and 
the thromboplastin generation test. 

The author summarized his article by stating that 
major surgery is possible in patients with a coagula- 
tion defect provided that the nature of the bleeding 
tendency is clearly understood and that the defect is 
temporarily correctable. Surgery should not be under- 
taken until the defect has been corrected as far as pos- 
sible. Adequate laboratory facilities for the diagnosis 
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and control of hemorrhagic disorders are essential if 
surgery is to be successful. The principals of manage- 
ment in four common groups of hemorrhagic disor- 
ders are discussed in illustrative case reports. 
—Gordon Madding, M.D. 


Fibrous Dysplasia, Albright’s Disease (Fibrése Dys- 
lasie, Albright’sche Krankheit. Z. MArtTon and 
La Somoeyt. Zl. Chir., 1959, 84: 66. 


In THE Past 20 Years this rather rare condition has 
been described as polyostotic fibrous dysplasia, or, 
because of monostotic features, as osteofibrosis de- 
formans juvenilis or Albright’s disease with skin pig- 
mentation and premature puberty. Two cases with 
only monostotic involvement are reported by the 
authors. Operation consisting of removal of the fibrous 
material and bone transplantation was performed in 
one instance. 

Histologically, fibroplastic material with plasma 
cells is the main feature. In one case, persistent chest 
pain could be traced to the presence of fibrous dys- 
plasia in a rib. The clinical symptoms usually start in 
early childhood. Pathologic fracture may be one of 
the first symptoms. In 10 to 20 per cent, premature 
puberty occurs, but in females only. There are no 
chemical changes. 

The differential diagnosis involves Paget’s disease, 
Recklinghausen’s disease, xanthomatosis, neurofibro- 
matosis, and myeloma. 

The cause of the disease is unknown. According 
to Albright, changes in the hypothalamus may be 
the basis of fibrous dysplasia since cases of encephalitis 
and hepatitis sometimes precipitate it. It is a benign 
condition with a fair prognosis, except for the later 
marked deformities. —E. H. Bettmann, M.D. 


Malignant Melanoma: Personal Experience with 170 
Cases. Ernest M. Datanp. NV. England 7. M., 1959, 
260: 453. 


THE AUTHOR’S EXPERIENCE with 170 cases of malig- 
nant melanoma over a period of 30 years is presented. 
The peak age incidence was from the fourth to the 
sixth decades, and the primary lesions were distrib- 
uted on nearly all parts of the body surface, occurring 
most frequently about the face and on the lower ex- 
tremities. Less than half of these patients gave a his- 
tory of a pre-existing mole. There was but one hairy 
mole among the antecedent moles in this series. Trau- 
ma did not appear to be a causal factor; however, 
chronic irritation may play a more important etio- 
logic part. 

Although malignant melanomas may spread via 
skin lymphatics as well as by lymphatic embolization 
and blood stream metastasis, the excision of a strip of 
skin from the primary site to the drainage area is not 
advocated, except in patients with known involve- 
ment of the skin lymphatics. 

Of 36 patients undergoing secondary excision after 
simple or inadequate excision of the primary lesion, 
further malignant melanoma was found in only 8 
cases. In view of this large number of successful lim- 
ited primary excisions, the author concludes that a 
moderately wide excision of the lesion with the under- 
lying fat is all that is necessary, and that fascial remov- 
al is not important. Over half of the patients treated 








by primary wide local excision only were well at 5 
years and none of the failures to cure was due to later 
lymph node involvement. 

Regional lymph node dissections, when not contra- 
indicated by the age or condition of the patient, were 
performed 7 to 10 days after the primary local exci- 
sion. Palpation is not considered to be an accurate 
means of determining regional node spread. 

Although occasionally circumstances may call for 
a lesser dissection, ideally a Crile neck dissection 
should be performed for head and neck lesions. The 
prognosis is fairly good in patients in whom the 
lymph nodes are negative, but poor in those with 
positive nodes. Radical axillary dissections for malig- 
nant melanoma should follow the pattern of radical 
dissection for carcinoma of the breast, since the 
lymphatics of the axilla are located in the fascia cov- 
ering and lying between the pectoral muscles. In wom- 
en the portion of muscle beneath the breast may be 
left. In malignant melanoma of the lower extremity, 
a radical groin dissection is performed by adding a 
deep retroperitoneal node dissection, as far as the 
bifurcation of the iliac artery, to the superficial 
inguinal and femoral dissections previously performed. 

Of those patients in whom a regional node dissec- 
tion was performed, a 71 per cent 5 year survival rate 
is reported for those with negative lymph nodes. Of 
those in whom the lymph nodes were positive, only 
26 per cent were well for 5 years. The 5 year cure rate 
of 67 patients treated by local excision and regional 
dissection was 52.3 per cent. 

— Stuart L. Scheiner, M.D. 


Pulmonary Embolism and Pulmonary Infarction. G. 
E. Bauer. Med. 7. Australia, 1959, 1: 286. 


THE CLINICAL FEATURES Of pulmonary embolism and 
pulmonary infarction are not widely enough recog- 
nized, and the value of ancillary aids in diagnosis, 
especially roentgenography and electrocardiography, 
is not always appreciated. 

The incidence of pulmonary embolic disease is a 
much labored subject. No true answer is readily avail- 
able. The author found a 5 per cent incidence among 
772 autopsies. In addition he found that 90 per cent 
of all fatal emboli occurred in persons over 50 years 
of age and that approximately one-third of these pa- 
tients suffered from a malignant lesion. 

The majority of pulmonary infarcts are found in 
the lower lobes, a point significant in differential diag- 
nosis. Infarction was multiple in two-thirds of the 
cases. 

Predisposing factors are well recognized and include 
heart disease, malignant disease, deep thrombophle- 
bitis, and prolonged immobilization. Thromboem- 
bolic disease represents an increased hazard in the 
patient who has suffered prolonged immobilization, 
bed rest, dehydration, and extensive surgical 
procedures. as 

The syndrome of embolism is characterized by sud- 
den central chest pain, shortness of breath, shock, and 
collapse. Only nonfatal embolism proceeds to the 
state of infarction. Pleural pain, hemoptysis, and 
cough are characteristic of infarction. The condition 
should be suspected when roentgenograms are sug- 
gestive and the sputum is not purulent. Pyrexia, 
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tachycardia, calf tenderness, Homan’s sign, and edema 
may precede the chest manifestations. Icterus occurs 
in patients with heart disease and chronic congestive 
failure. 

It has been estimated that death occurs when 80 
per cent of the pulmonary artery is blocked; however, 
mechanical obstruction is not an adequate explana- 
tion for all fatal cases, and other mechanisms such as 
reflex cardiac inhibition, vago-vagal reflex, or the re- 
lease of serotonin have been postulated. 

Pleural effusion, superadded infection, recurrent 
thromboembolism, and obstructive pulmonary hyper. 
tension may appear as complications. 

Diagnosis is aided by roentgenographic and cardio- 
graphic findings. The author estimates that 90 per 
cent of cases of infarction will show some roentgeno- 
graphic abnormality; however, the cardiographic pic- 
ture of strain of the right side of the heart is found 
in only 10 per cent of cases. 

Early ambulation, prompt treatment with antico- 
agulant drugs, deep breathing exercises, and avoid- 
ance of predisposing factors and dehydration, greatly 
reduce the incidence of thromboembolic disease. 
Acute episodes should be managed with morphine, 
atropine to inhibit vagal reflexes, and, if necessary, 
pressor amines. Routine anticoagulation is advised, 
starting with heparin 10,000 units initially and 5,000 
units every 4 hours for 48 hours, by which time phen- 
indione is given orally. 

—Carl H. Calman, M.D. 


Fatal Pulmonary Embolism. A 10 Year Study. Ser- 
BERT J. GoLpowsky and WItFRED I. Carney. Am. j. 
Surg., 1959, 97: 274. 


A REVIEW of fatal and nonfatal pulmonary embolisms, 
verified by autopsy, for the 10 year period from 1947 
to 1956 at the Rhode Island Hospital, Providence, is 
presented. Fifty-eight verified cases of fatal pulmonary 
embolus are reported, and 206 additional patients 
who died during this period with pulmonary embolus 
as either a contributing cause or an incidental finding. 
The over-all autopsy rate was 42.3 per cent (3,383 
autopsies), with the incidence of fatal embolism for 
the period being 1.6 per cent. Projecting the figures, 
the hospital population would show a total incidence 
of 137 fatal emboli and 487 nonfatal emboli. During 
this period the cross files of the hospital show as diag- 
nosed 425 fatal and nonfatal emboli. 

The authors discuss the incidence and treatment as 
well as methods of prophylaxis, concluding that pul- 
monary embolism remains an unsolved problem and 
that we are obliged to continue our means of prophy- 
laxis and treatment presently available in the absence 
of anything better. 

— W. Foster Montgomery, M.D. 


Collagenosis Triad: Plastic Induration of the Penis 
and Fibrosis of the Palmar Fascia and the Auricu- 
lar Cartilage (Triade collagenosica: induratio penis 
plastica, fibrosi palmare e fibrosi della cartilagine 
auricolare), F. GALuiz1a and Z. Marazzint. Boll. Soc. 
piemont. chir., 1959, 28: 679. 


THE TERM collagen disease designates a lesion of the 
connective tissue, involving especially the amorphous 
fibrillary and interfibrillary components. This cate- 
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gory includes plastic induration of the penis, or 
Peyronie’s disease. Another condition of this nature is 
fibrosis of the palmar fascia, or Dupuytren’s contrac- 
ture. Many writers have noted an association of these 
two conditions. 

One of the authors (Gallizia) was able to establish 
histologically the identity of these two conditions with 
a form of collagenic involvement of the lobe of the 
ear. During the microscopic examination of a fibrous 
nodule of the ear lobe he encountered a dysplasia of 
the cartilaginous tissue whose cells were altered in a 
marked degree. The fundamental substance was 
increased in amount and tended to hyaline changes; 
in addition, the typical fibers of collagenosis were 
noted. In the perichondrium, in correspondence with 
the zone of nodular dysplasia, the blood vessels were 
of various calibers, and their walls were thickened in 
the form of a hyaline dystrophy; some of these vessels 
appeared to be occluded by an endovascular fibrosis. 
The diagnosis was cartilaginous dysplasia caused by 
vascular dystrophy. 

In 1953, Gallizia observed the first instance of the 
association of all three of these diseases (collagenosis 
triad). Since then the authors have observed 18 cases 
of plastic induration of the penis and have examined 
the patients for an association of the three conditions. 
Of these 18 patients this triple association was noted 
in 8; in 4 the association involved only the penis and 
the palm of the hand; in 4 others the association in- 
volved only the penis and the ear lobe; and in only 
2 instances was induration of the penis the only 
lesion. The average age of these 18 patients was 50 
years; the oldest was 67, and the youngest was 28. 

The authors call attention to this pathologic asso- 
ciation in order that a systematic search be made in 
these cases, even in instances in which only one of 
these locations shows a discernible fibrosis. 

— John W. Brennan, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Staphylococcal Septicemia. J. E. Hassatt and P. M. 
Rountree. Lancet, Lond., 1959, 1: 213. 

IN RECENT YEARS increasing attention has been paid 
to the problem of staphylococcal cross-infection in 
hospitals. This has been due partly to an increase in 
neonatal infection in maternity hospitals but also to 
growing appreciation of the dangers attending cross- 
infection with antibiotic resistant staphylococci in 
patients undergoing surgery. The present report is 
based on 86 cases of generalized staphylococcal dis- 
ease that occurred during the 8 years from 1950 to 
the end of 1957. The patients were divided into two 
categories, those admitted with infection and those 
whose infection was acquired in the hospital. The 
authors noted a greatly increased incidence of pa- 
tients admitted with infection since 1955 and of pa- 
tents infected in the hospital since 1952. The over-all 
mortality in 55 cases at the Cincinnati General Hos- 
pital was 71 per cent; in 109 cases at the Mayo Clinic 
it was 33.9 per cent; in the author’s series it was 58.1 
per cent. A number of case reports of patients in- 
fected outside of the hospital are given. 

All of the infections that developed in the hospital 
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followed surgery, intravenous infusions, or the thera- 
peutic use of cortisone or allied preparations. In 
general, the clinical picture of infection in the pa- 
tients studied was similar to that described in other 
series of cases of staphylococcal septicemia. Rigors 
were a prominent symptom and fever was a feature 
in all except 5; it was seldom below 101 degrees F. 
Of the 5 patients who remained afebrile throughout 
their hospital stay, 4 died; absence of fever was not 
due to cortisone as none of the afebrile patients had 
received steroids before septicemia developed. Spleno- 
megaly was noted in 5 patients. Pericardial friction 
was heard in 3 patients, and pericarditis found at 
autopsy in 5 others. 

The present study emphasized the fact that staphy- 
lococcal septicemia presents few characteristic fea- 
tures; early dignosis depends on considering the pos- 
sibility of this disease in any patient with fever which 
is not otherwise readily explained. 

The correct therapy depends on establishing the 
antibiotic sensitivity of the infecting organism. Since 
treatment in these cases is urgent and must be started 
before this information is available, it is important to 
use drugs which are most likely to be effective. The 
choice must therefore be based on past experience 
with the sensitivities of the most common strains. 
Since the infecting organism may be resistant to peni- 
cillin as well as tetracyclines, initial treatment is now 
recommended with both chloramphenicol and ery- 
thromycin, preferably parenteral. Dosages up to 4 
gm. daily of each have been used and on clinical 
improvement may be replaced with normal dosage 
by mouth. Antibiotics are continued for 2 weeks after 
clinical recovery, not less than 3 to 4 weeks alto- 
gether. In patients with endocarditis, treatment for 
at least 6 weeks is considered necessary. Staphylococ- 
cal antitoxin was used in a few cases but without 


apparent benefit. —Gordon Madding, M.D. 


Perineal 7 « of Staphylococcus Aureus. M. 
Ruwtey. Brit. M. 7., 1959, 1: 270. 


THE PoOssIBILITy that the perineal region might be a 
carrier site on which the Staphylococcus aureus could 
multiply has been suggested, but it could not be 
determined whether the organisms are dispersed into 
the free air by perineal carriers, nor whether there 
was a relationship between nasal or perineal con- 
tamination and carriage. 

An investigation of 50 male medical students was 
designed to answer some of these questions. The in- 
vestigations reported in this article show that a com- 
paratively large proportion of individuals have suffi- 
cient staphylococci (aureus) on the skin of the peri- 
neum and adjacent structures to suggest that the 
organism is able to colonize this area. Many of these 
individuals have this organism in the nose as well, 
while a few are primarily perineal carriers with few 
or no staphylococci (aureus) in the nose. In such 
individuals multiplication of the staphylococci on the 
perineum appears to be the most likely explanation 
for the persistence of large numbers of the organism 
in this site for considerable periods of time. It is in- 
teresting that both the nasal vestibule and the peri- 
neal skin are areas where large apocrine glands are 
found. 





The authors found that the staphylococcus aureus 
is able to multiply, or at least survive, in large num- 
bers on the perineal skin of about 14 per cent of 
the male population. It was not possible to extend 
this survey to include women, but reference is made 
to some work by Hare who has recently isolated very 
large numbers of the Staphylococcus aureus from the 
perineum of a female patient. This work suggests 
that both men and women may actas perineal carriers. 

Additional investigation revealed that the Staphy- 
lococcus aureus may persist for months in about 14 
per cent of the individuals, and that this is not the 
result of fecal contamination alone, that the organ- 
isms are able to multiply in or on the perineal skin, 
that they may be of different phage types from those 
found in the nose or feces, and, finally, that they may 
be dispersed into free air when the subject exercises 
in a cubicle. —Gordon Madding, M.D. 


DUCTLESS GLANDS 


Discussion on Present Day Views on the Treatment of 
Thyroid Conditions (Other Than Cancer). B. 
Maron Brack. Proc. R. Soc. M., Lond., 1959, 52: 167. 

SMALL nontoxic adenomatous goiters should be re- 
moved because of the possible presence of an occult 
carcinoma. In older persons, particularly those with 
multiple soft nodules, the goiter may be left alone 
with reasonable safety. Large nontoxic nodular 
goiters should be removed. The treatment of choice of 
nodular goiter with hyperthyroidism is thyroidec- 
tomy. Exophthalmic goiter may be treated by anti- 
thyroid drugs, radioiodine, or thyroidectomy. 

The antithyroid drugs are rarely used at present as 
definitive treatment, but they have some value in pre- 
operative preparation. Radioiodine is the agent of 
choice in older persons, whereas thyroidectomy is 
indicated in younger persons, particularly in women 
of childbearing age and during pregnancy. Hashi- 
moto’s thyroiditis and colloid goiter should be treated 
with desiccated thyroid, granulomatous thyroiditis 
should be treated with adrenal steroids, and Riedel’s 
thyroiditis by means of thyroidectomy. 


The Treatment of Disease of the Thyroid By Irradia- 
tion. W. P. Hotman. Med. 7. Australia, 1958, 2: 825. 


THE AUTHOR outlines the indications for, and contra- 
indications against, the use of radiation in the treat- 
ment of thyroid disease. Radioactive iodine is the 
treatment of choice for patients with smooth, toxic 
goiters. The only clear contraindication is the pres- 
ence of pregnancy after the twelfth week and lacta- 
tion. A dose of 7 mc. is regarded as the standard. If 
the goiter is called large, 1 mc. is added; if it is very 
large, 2 mc. are added. If the goiter is small and, also 
frequently, in postoperative recurrence, 1 mc. is de- 
ducted. The author believes that surgical subtotal 
thyroidectomy is the treatment of choice in nodular, 
toxic goiter. 

The distribution of radioiodine in these glands is 
quite irregular, and it is the general experience that 
it is necessary to use undesirably large quantities, from 
15 to 20 me. of radioiodine. Even when this is done, 
reduction in the size of the goiter has been unpre- 
dictable. 
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In the treatment of carcinoma of the thyroid the 
author concludes that there is no place for the use of 
massive doses of radioiodine because of its high cost 
and the need for meticulous ritual on the part of the 
personnel. On the other hand, he believes there will 
continue to be occasions when roentgen therapy in its 
more effective modern forms will be of value for local 
growth restraint of some primary tumors or their me- 
tastases in the lymph nodes and for the relief of pain 
from metastases in bone. 

—Lloyd D. MacLean, M.D. 


Parathyroid Adenoma of Rare Course (Ein seltener 
Verlauf eines Nebenschilddruesenadenoms). F. Moi- 
éovié, J. KNazovicxy, and M. TaxAéovA. Zl. Chir,, 
1959, 84: 208. 


THE PATIENT was a 32 year old rural woman. A year 
previously an enlargement of the thyroid gland, loss 
of appetite, and extreme loss of body weight were 
noted. The bones were very soft, the ribs being easily 
depressible by finger pressure into the cavity of the 
deformed, bell shaped chest. 

The roentgenologic examination gave evidence of 
extensive and striking loss of calcium from the bones; 
the flat bones were deformed and had lost all indica- 
tion of a trabecular structure; and the cortex of the 
long bones had in places become practically indis- 
cernible. The skull showed a patchy atrophy, and 
many of the other bones of the skeleton exhibited 
irregular areas of shadow defect, suggesting cystic 
structures. The electrocardiogram disclosed a sinus 
tachycardia of 80 beats per minute. 

The laboratory findings were not markedly abnor- 
mal except for large quantities of calcium and phos- 
phorus in the urine; on a calcium free diet the pa- 
tient excreted urinary calcium in the range from 282 
to 554 mgm. per 24 hours; the urinary phosphorus 
ranged from 260 to 558 mgm. per 24 hours. 

At operation under local anesthesia a 5 by 4.5 by 
6 cm. left-sided parathyroid adenoma was removed, 
together with the nodular struma. During the first 4 
postoperative weeks the patient’s tendency to have 
attacks of tetanic contractions was combated by the 
oral and intravenous administration of large doses of 
calcium. 

After the operation the rapid heart beat changed to 
a sinus bradycardia (60 beats per minute), and the 
tracing returned to practically a normal configura- 
tion. The levels of calcium, phosphorus, and alkaline 
phosphatase returned largely to normal. 

A year later the patient was in excellent health and 
had put on more than 50 pounds of body weight, and 
the roentgenologic examination showed practically 
complete repair of the extensive osteoporosis. 

The histologic diagnosis was clear-celled para- 
thyroid adenoma. — John W. Brennan, M.D. 


Surgical Treatment of Hyperparathyroidism. FRAnk 
GLENN. Ann. Surg., 1959, 149: 305. 


HyPERPARATHYROIDISM is manifest clinically by 
changes in the urinary and skeletal systems. The ex- 
cess parathyroid gland hormone present liberates the 
fixed calcium in bones. This calcium is excreted in the 
urine and may cause calcinosis of the renal tissue, or 
calculi in the renal pelvis, ureters, and bladder. Cal- 
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cium deposition in blood vessels is widespread, and 
less frequently there may be deposits in the pancreas, 
stomach, and soft tissues. Decalcification of bone as a 
result of simple hyperplasia, benign adenoma, or 
carcinoma of the parathyroid gland results in a loss of 
normal bone architecture and consequent cyst forma- 
tion or even pathologic fractures. Kyphosis and de- 
crease in height due to compression of the vertebrae 
may occur. 

The upper parathyroids are more constant in posi- 
tion than the lower, and are located posterior to the 
middle or upper third of the thyroid lobes or along 
the branches of the superior thyroid artery. Their 
blood supply, however, is from the inferior thyroid 
artery. The lower parathyroids rest near the inferior 
thyroid lobe, posteriorly, but are frequently found 
associated with the thymus in the anterior medias- 
tinum. 

In hyperplasia, the glands are enlarged, but are 
uniform in shape and appearance. In contrast, the 
benign adenoma may vary from a slightly enlarged 
normal gland in its common position, to an irregular 
nodular tumor weighing up to several grams. Al- 
though the majority of adenomas are found in the 
region of normally placed parathyroid glands, they 
may be within the substance of the thyroid or the 
thymus, or they may have located at a level from just 
above the origin of the superior thyroid arteries to 
below the aortic arch. Their location may further vary 
from the anterior mediastinum, along the carotid 
sheath medial to the midline, to a retroesophageal 
position or even the posterior mediastinum. Ade- 
nomas are often brown, orange-yellow, or pink in 
color, may be cystic, and must be distinguished from 
thyroid and thymus tissue as well as from lymph 
glands. 

Carcinoma of the parathyroid originates in one 
gland and tends to metastasize by direct extension or 
via the lymphatics and the blood stream. The degree 
of hyperparathyroidism produced by carcinoma is 
usually much greater than that resulting from be- 
nign adenomas, particularly those of short duration. 
This intense hyperparathyroidism causes marked 
atrophy of the remaining glands. 

In preparation for operation, repeated examination 
of the thyroid area may provide a clue as to the loca- 
tion of an adenoma. Esophagrams may be helpful. 
The surgical pathologist is asked to be present at the 
operation to observe the tumor in situ. At operation, 
any slight distortion or variation in vascularity at the 
upper or lower poles of the thyroid may indicate the 
location of an adenoma, and this area should be 
explored first. In the absence of such a lead, a system- 
atic dissection should be carried out beginning with 
the right upper pole. When the gland is located, it is 
evaluated as to size and appearance, a biopsy taken, 
and a frozen section made to establish its identity. 
After identification of two parathyroids on one side, 
the thyroid gland should be carefully inspected and 
palpated for any others that may be present. The 
carotid sheath is exposed and the carotid artery 
examined for any aberrant branches. Sometimes 
these may lead to an adenoma. The left side is ap- 
proached in the same manner, and if after thorough 
exploration the surgeon is convinced that the lesion of 
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the parathyroid is not located in the cervical region, 
the procedure should be terminated and mediastinal 
exploration planned for sometime later. It is of im- 
portance to note that about 20 per cent of patients 
with hyperparathyroidism have more than one tumor, 
therefore the exploration must be complete. 

The author reports his series of 38 patients with 
hyperparathyroidism treated during the period 1937 
to 1958. Thirty-two of these cases were benign ade- 
noma, 3 hyperplasia, 2 carcinoma, and 1 adenoma or 
carcinoma of the parathyroid glands. In 5 patients, 
more than one operation was performed before the 
adenoma was found. The adenoma was situated in the 
normal position of the parathyroids in 32, within the 
substance of the thyroid in 3, below the level of the 
clavicles in the mediastinum in 3. In 3 patients more 
than one adenoma was removed. In the last 9 patients 
of this series, urinary calculi led to the correct diag- 
nosis, and none had advanced skeletal changes. When 
hyperparathyroidism is due to adenomas or hyper- 
plasia, very satisfactory results may be obtained, and 
recurrence is so rare that persistence or reappearance 
of symptoms and high calcium levels have come to be 
regarded as evidence of inadequate surgical therapy. 

—Stuart L. Scheiner, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


The Indications for and Limitations of Frozen Section 
Diagnosis, LAUREN V. ACKERMAN and Gustavo A. 
Ramirez. Brit. 7. Surg., 1959, 46: 336. 

IN A REVIEW of 1,269 consecutive frozen section diag- 

noses, specific indications for this procedure are out- 

lined. The authors state that frozen sections should 
be reserved for therapeutic decisions and should defi- 
nitely not be utilized for routine studies or for satis- 
fying the curiosity of the surgeon. False negative 
and false positive reports are discussed, and the 
etiologic factors in each instance are analyzed. An 
analysis of clinical data reveals that 57.3 per cent of 
the total number of frozen sections were prepared for 
tumors, 84.1 per cent of these being malignant and 

15.9 per cent benign. An over-all accuracy of 98 per 

cent was obtained, 0.3 per cent being false positive 

and 1.7 per cent false negative diagnoses. 

The problem of implantation of tumor at the time of 
frozen section is put under surveillance, and the 
thyroid and lung biopsies are incriminated particular- 
ly. Excision of the tumor with a margin of normal 
tissue is believed to be the answer in these cases. 
Ileocolectomy without frozen section for indefinite 
tumors of the cecum is recommended, as is total 
gastrectomy for ulcers of uncertain cause lying high 
on the lesser curvature. Frozen section is considered 
worthwhile in cancer of the pancreas, even though 
there is a definite risk of implantation. 

The technique of frozen section is briefly described, 
and individual tumor types are discussed in detail. 
Four hundred and forty sections were made from 
breast lesions, indicating 59.3 per cent tumors, of 
which 77.8 per cent were malignant and 22 per cent 
benign. Four false positives, 4 false negatives, and 10 
deferred diagnoses are listed. The excision of all 
breast lesions less than 2.5 cm. in diameter is recom- 
mended, whereas incisional biopsy is thought to be 
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the procedure of choice for larger tumors. The most 
troublesome lesion for frozen section in breast tissue 
study is thought to be the intraductal papilloma, 
which may closely resemble cancer. The difficulties 
of diagnosis in comedocarcinoma and in sclerosing 
adenosis are discussed. 

From soft tissue tumors a series of 99 frozen sections 
were prepared, 2 false positive and no false negative 
diagnoses resulting. The authors deplore the practice 
of excisional biopsy of soft tissue masses other than the 
obvious lipomas. It is recommended that appropriate 
treatment follow incisional biopsy. The authors be- 
lieve that frozen section should definitely be used in 
such instances, but that, if there is any doubt regard- 
ing diagnosis, permanent section must be used. 

A plea is made for common use of the frozen section 
in thyroid nodules. Excision with a margin of normal 
thyroid tissue is recommended (usually meaning 
lobectomy). In the authors’ series of 63 patients, 
tumor was diagnosed in 30.2 per cent, and of these 
63.2 per cent were cancers and 36.8 per cent ade- 
nomas. In 5 of the 12 cases of cancer, the clinical 
characteristics were those of benign lesions. The ad- 
vantages of preoperative diagnosis are outlined. 

A series of 21 frozen sections of adequate biopsy 
specimens from prostatic tumors taken by the perineal 
route is analyzed, and 47.6 per cent were found to be 
malignant. Three carcinomas were missed on frozen 
section. The authors point out interesting facets of 
this work in relation to liver, small and large bowel, 
lymph nodes, lung, pancreas, stomach, skin, and oral 
cavity. Specific mention is made of Silverman needle 
biopsies through the intercostal space from otherwise 
inaccessible liver areas for frozen section diagnosis of 
metastasis. The technique of frozen section of colonic 
polyp stumps is discussed. The advantages of frozen 
section in the differential diagnosis between car- 
cinoma and lymphoma in nodes are stressed. The 
authors believe that this method is definitely reliable 
in pancreatic lesions, using material from either in- 
cisional or aspiration techniques. It is pointed out that 
frozen section may be very helpful in certain chronic 
gastric ulcers and in suspected gastric lymphosar- 
coma. The use of frozen section in the diagnosis of 
skin and oral cavity lesions is condemned. 

Of the final group of 65 frozen sections from various 
lesions, the authors make the statement that this 
technique is not indicated in diseases of the cervix 
uteri, nor is it worthwhile in endometrial curettings, 
in which thorough processing of all material is neces- 
sary. Frozen sections of the ear, nose, throat, and 
nerve tissue were not included in this vast survey. 

The final tally lists 4 false positive and 22 false 
negative diagnoses, giving an over-all accuracy of 
98 per cent. — William R. Nelson, M.D. 


EXPERIMENTAL SURGERY 


Transplantation Immunity in Bone Homografting, 
Joun CHALMERS. 7. Bone Surg., 195), 41-B: 160. 


THE KNOWLEDGE that homografts of many tissues 
have a limited period of survival, and the revival of 
the theory of tissue immunity, make it of interest to 
determine how bone homografts compare with other 
tissues in this respect. The role of tissue immunity 
reactions in bone homografting has received little 
attention, although homografts of bone have been 
known to be clinically effective since 1878. Reliable 
information concerning the survival of cells and the 
source of bone formation in these clinically effective 
grafts is lacking. 

In the author’s experiments, survival of a few osteo- 
cytes was observed in all series in which fresh bone 
for an autograft or homograft was used, but no such 
survival was observed in freeze-dried bone. Auto- 
grafts gave rise to new bone that became organized 
into an ossicle with hemopoietic marrow. All bone 
that did not contribute to the ossicle, whether living 
or dead, was quickly removed. There was no inflam- 
matory reaction to the autografts in any of these 
experiments. 

A fresh homograft was associated with two separate 
phases of bone formation, early and late. The early 
phase terminated in death of the new bone by 18 
days. The incidence of both of these phases was re- 
duced by a previous homograft of bone, and abolished 
by a previous homograft of skin from the same donor. 
Freeze-drying the bone homograft prevented the 
development of the early phase of new bone forma- 
tion. 

The resorption of homografts was slower than that 
of autografts. The inflammatory reaction provoked by 
homografts is more intense than that from autografts. 
The survival time of skin homografts was shortened 
by a previous homograft of bone from the same donor, 
but was slightly prolonged by a previous freeze-dried 
bone homograft. 

Thus, there is evidence that the antibody responsi- 
ble for bone homograft rejection is bound to mobile 
cells of the host, and that actual contact with the cells 
of the graft is necessary before the reaction can take 
place. 

The existence of an immune response to homograft 
bone allows a clear understanding of the nature of the 
early new bone formation that occurs in relation to 
autografts and living homografts. Freeze-drying ap- 
pears to inactivate histocompatibility antigens in 
bone homografts. The lack of living cells in the 
freeze-dried homograft, and its consequent altered 
antigenicity, may make preserved bone preferable 
to living homograft bone. | —Carl Calman, M.D. 
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Collective Review 


THE USE OF SEGMENTS OF SMALL INTESTINE 


IN SURGERY 


FERNANDO GENTIL, M.D., F.A.C.S., Sao Paulo, Brazil, and 
SALAH SHAHBENDER, M.B., B.Ch., M.Ch., Cairo, Egypt 


Tue scope of the use of loops of small intestine in 
surgery is steadily widening. In one field which 
particularly interests the authors, namely, can- 
cer surgery, loops of small intestine are being 
used more and more in the procedures involving 
radical resections that are so frequently neces- 
sary to eradicate malignant conditions. More 
than ever before one is forced to resort to the 
small intestine in an attempt to reconstruct 
organs such as the urinary bladder, or to restore 
the continuity of hollow viscera and channels so 
that they may resume, as nearly as possible, 
their normal physiologic functions. A review of 
the literature on the subject reveals a vast num- 
ber of new surgical techniques and investiga- 
tions that form a fitting monument to the in- 
genuity of surgeons all over the world who are 
attempting to overcome difficulties and obstacles 
that a few years ago would have seemed insur- 
mountable. 


ADVANTAGES OF USING THE SMALL INTESTINE 


Many factors contribute to the usefulness of 
the loop of small intestine, its particular anatomic 
and physiologic constitution endowing it with an 
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adaptability that ensures a high possibility of its 
integration functionally and anatomically in lo- 
calities and systems completely foreign to its 
original situation. 

In the first place the richness of its blood supply 
and the peculiar distribution of its arteries in 
three or more separate tiers of arcades makes it 
possible to transplant loops over a long distance, 
maintaining their original vascular pedicle. This 
is accomplished by sacrificing one of the inter- 
mediate arcades and by suitable dissection of the 
mesentery and liberation of its peritoneal invest- 
ment. In such instances very long loops may be 
mobilized, making it possible, for example, to 
take a loop of jejunum all the way up to the neck 
to be anastomosed with the pharynx (17, 18, 
31). 

In addition to the peculiar arrangement of 
the blood supply, the lack of any anchoring 
anatomic connection, apart from the mesentery, 
contributes greatly towards the mobility of the 
intestinal loop, so that such loops can be taken 
to virtually any part of the abdomen or thorax 
with a limited amount of dissection and tension. 

The active peristalsis and capacity for empty- 
ing makes the intestinal loop far superior to 
inert channels, such as skin-lined tubes or 








polyethylene implants. The peculiar sensitive- 
ness of such loops to intraluminal tension, which 
generates active peristalsis in them, overcomes 
any tendency to stasis and greatly contributes to 
the success of such measures as the bridging 
of ureteral gaps, esophageal reconstruction, or 
bladder reconstruction. 

The apparent absence of selective absorptive 
properties from the mucosa of the small intestine 
avoids such complications as electrolyte im- 
balance, acidosis, and other metabolic complica- 
tions associated with the bathing of mucous 
surface by alien solutions such as urine. Such a 
complication is frequently seen, for example, in 
ureterosigmoidal anastomosis. Indeed, experi- 
mental work on this aspect (11, 26) would 
suggest that the free interchange between 
electrolytes in the lumen and the blood would 
produce an imbalance only if one side became 
unduly concentrated. Conversely, this property 
can be used to advantage when utilizing an 
isolated ileal loop as an artificial kidney (20, 
29). Here the constant bathing of the loop by a 
physiologic electrolyte solution helps to with- 
draw noxious electrolytes circulating in the 
blood in abnormal concentration. 

Again the loop of small intestine shows peculiar 
powers of adaptability to new functions. So 
much so, that one finds it natural to speak of a 
‘new stomach” reconstructed from a jejunal 
loop, or of an interposed loop of ileum taking on 
colonic properties, or of a new functioning 
rectum fashioned of ileal loops (14). Even a 
vagina can be constructed from ileum and give a 
limited functional result (9). 

Finally, as surgical material the small intestine 
is often superior to other parts of the gastro- 
intestinal tract. The entire seromuscular coat is 
resistant and lends itself to anastomosis and 
suture with minimal chance of leakage. Its 
lumen can be sterilized to a relatively high de- 
gree, and its peristaltic activity is not vigorous 
enough to break down anastomotic suture lines. 

With all these advantages in mind, the authors 
have come to realize the great usefulness of in- 
testinal loops and have been using them to 
greater advantage in all kinds of abdominal 
surgery. In particular, bladder reconstruction 
after radical pelvic surgery has been studied 
and one of them (Gentil) has developed his 
own technique of ureteroileosigmoidostomy as 
avery good alternative for a Bricker type of ileal 
bladder. 
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USES OF ILEUM IN URINARY SURGERY 


Ileum used to enlarge the bladder. The most com- 
mon indication for the use of an ileal loop to en- 
large the bladder is found in a contracted tuber- 
culous bladder that has healed, leaving the 
patient with an intolerable frequency and 
dysuria. Its use can be envisaged in other kinds 
of contracted bladder, such as after prolonged 
chronic cystitis, Hunner’s ulcer, or some form of 
specific cystitis (bilharzic bladders). The authors 
have had a limited experience of 3 cases. The 
bladders were partially resected for malignant 
growths or had contracted as a result of excessive 
irradiation in treatment of vesical neoplasms. 

Ileocystoplasty, as the operation has come to 
be known, is not a new operation, but has been 
used off and on ever since von Mikulicz intro- 
duced his technique in 1898. It was not until 
1951, however, that revival of the procedure and 
extensive use was initiated by Couvelaire. Many 
modifications and new techniques have been 
developed, but today the operation is performed 
in one of two ways: by using a loop of ileum 
either opened up along its antimesenteric border 
and at both ends, literally forming new walls for 
the bladder, or as a closed isolated ileal loop 
which in turn is anastomosed to the bladder, 
enlarging its capacity. 

The open type of ileocystoplasty is indicated 
to enlarge any contracted bladder, particularly 
immediately after a large partial cystectomy 
(Fig. 1). 

The ileocystoplasty with a closed loop is in- 
dicated to enlarge any form of contracted 
bladder or when partial resection of the bladder 
involves a major part of that organ, leaving the 
trigone and ureters intact (Fig. 2). The follow- 
ing case illustrates the operation: 


Case 1. L. B. M., a 58 year old, white Brazilian 
female, had a recurrent carcinoma of the bladder 
after surgery and radiation. On August 8, 1955 a sub- 
total cystectomy was performed and on September 14, 
1955 deep roentgen therapy was instituted. On April 
9, 1956 the patient was operated upon for subacute 
intestinal obstruction and radionecrosis of the lower 
abdominal wall; a very edematous segment of sigmoid 
was resected and also a segment of the abdominal 
wall. The patient was discharged with a suprapubic 
fistula. On October 27, 1956 a second operation was 
performed. Abdominal exploration revealed no evi- 
dence of recurrence or metastases. A wide subtotal 
cystectomy was carried out, leaving only the trigone 
intact, and a neoileocystoplasty was performed ac- 
cording to the following technique: (1) isolation of 
ileal loop measuring approximately 20 centimeters; 
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Fic. 2. 


Fic. 1. Ileocystoplasty of the open type. A, Isolation of the ileal loop. Re-establishment of the 
continuity of the ileum by end-to-end anastomosis. Line of section along the antimesenteric border 
of the isolated ileal loop. B, The ileal loop is entirely open along its antimesenteric border and ready 
to be anastomosed to the remaining urinary bladder. C, Ileocystoplasty of the open type completed 
by means of an anastomosis in which absorbable sutures are used throughout. 

Fic. 2. Ileocystopiasty of the closed type. The ileal loop has been isolated and continuity of 
terminal ileum re-established. The two ends of the isolated loop are closed and inverted by a 
purse-string suture. Ileocystic anastomosis completed. 


(2) re-establishment of ileal continuity with an end- 
to-end anastomosis; (3) closure and inversion of both 
ends of the isolated ileal loop; (4) incision of the ileal 
loop at the antimesenteric border, followed by ileo- 
cystic anastomosis with 2 layers of No. 3-O atraumatic 
chromic catgut. 

Postoperatively the patient did well, is free of dis- 
ease, and has a satisfactory bladder capacity with 
good urinating function (Fig. 3). 


The closed loop ileocystoplasty is also specially 
indicated when bladder contraction is associ- 
ated with marked changes in the ureters, such as 
strictures. In such instances the ureters have to 
be resected a good distance from the bladder and 
reimplanted into the ileal loop (Fig. 4). 

After ileocystoplasty, bladder function im- 
proves markedly, frequency and dysuria di- 
minish, and the ileal loop gradually assumes its 
vesical function. Follow-up of these patients by 
endoscopy and urographic studies demonstrates 
a marked improvement in bladder capacity. 

The authors have noted only minor un- 
pleasant consequences of this operation. In 
some Cases mucous secretion from the ileum is 
copious and may cause difficulty in micturition 
if the mucus becomes inspissated. However, 





with the passage of time the secretion of mucus 
gradually diminishes and may ultimately dis- 
appear. In case of trouble, regular bladder 
irrigation and washes help to overcome this 
difficulty. Electrolyte disturbances have not 
been reported as a consequence of this opera- 
tion. 

Ileal loop to reimplant ureters into the bladder. 
Whenever lengths of the lower ureter have to be 
resected because of stricture (specific or other- 
wise), involvement in malignant disease, or 
whatever other cause, difficulty is often en- 
countered in reimplanting such ureters into the 
bladder. There are many ingenious plastic 
operations to overcome such difficulties, such as 
the raising of flaps from the bladder wall and 
fashioning portions of ureter from them. How- 
ever, it seems to be simpler to use a length of 
ileum for that purpose, since much greater 
lengths of ureter can be reconstructed that way 
and the peristaltic activity of the ileal loop over- 
comes the tendency to stasis and combats 
possible regurgitation from the ileocystic stoma. 
Indeed, urographic studies have demonstrated 
here as in neocystoplasty that moderate disten- 
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Fic. 3. Case 1. Postoperative intravenous urogram showing the enlarged bladder after ileocysto- 
plasty of the closed type. 


tion of the bladder excites peristalsis in anas- 
tomosed ileal loops, preventing any possibility of 
regurgitation up to the remaining portion of the 
ureter or to the pelvis of the kidney. This 
represents a great advantage over other forms of 
ureteroplasty in that it definitely diminishes the 
possibility of direct ascending infection. 

This operation has also been used to overcome 
stasis in dilated ureters and pelvis (hydroureter 
and hydronephrosis), and to correct surgical 
transposition of the ureters, for example, ure- 
terocutaneous or ureterosigmoidal anastomosis. 
It seems to the authors that when both ureters 
are to be resected and reimplanted, one single 
loop can be used as in the closed type of ileo- 
cystoplasty. The following case illustrates a 
unilateral ureteroileocystic reimplantation: 


Case 2. O. P. C., a 57 year old, white Brazilian 
housewife, had a Stage III (League of Nations) carci- 
noma of the uterine cervix and parametrium. On 
January sixteenth radium therapy was instituted, ac- 
cording to the Manchester technique. Two months 
later the patient underwent a Wertheim-Meigs opera- 
tion and the right ureter was anastomosed to the skin 
because the disease had invaded the distal ureteral 
segment, which was resected together with the surgi- 
cal specimen. On September twentieth of the same 


year, the right ureter was reimplanted into the blad- 
der by means of an ileal loop, according to the follow- 
ing technique: (1) an ileal loop, 20 centimeters long, 
was isolated and closed at the proximal end; (2) right 
ureter anastomosed end-to-side with the proximal end 
of the ileal loop; (3) distal end of ileal loop anasto- 
mosed end-to-side to the bladder (Fig. 5). 

The fostoperative course was without major com- 
plicatio. On the eighteenth postoperative day the 
patient was discharged (Fig. 6). 


The ileal artificial bladder. There are many in- 
dications for diversion of the urinary stream, but 
at the present time it is used principally after 
radical pelvic exenteration and bladder ex- 
cision. The development of different techniques 
of ureterosigmoidal and ureterocutaneous diver- 
sion has not helped to solve the problem. In the 
case of ureterosigmoidal anastomosis, ascending 
infection, progressive stricture formation and 
hydronephrosis, and electrolyte imbalance with 
hyperchloremic acidosis have made this opera- 
tion almost if not quite obsolete. It seems that 
no modification of the technique of implanta- 
tion or method of suture can vitally affect the 
issue. On the other hand, the case against 
ureterocutaneous anastomosis seems to be just 
as strong. The patients are miserably wet most 
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Fic. 4. 


Fic. 4. Ileocystoplasty of the closed type with bilateral 
ureteroileal anastomosis. The ileal loop has been isolated 
and continuity of terminal ileum re-established. The two 
ends of the isolated loop are closed and inverted by a 
purse-string suture. Both ureters have been transplanted 
to the isolated loop. The ileocystic anastomosis has been 
completed. 

Fic. 5. Unilateral ureteroileocystic reimplantation. 
A, The ileal loop has been isolated and continuity of 
terminal ileum re-established. The proximal end of the 
isolated loop has been closed and inverted, while the 
distal end is temporarily closed by a Payr clamp. B, The 
right ureter is transplanted to the proximal end of 
the isolated loop. The distal end of the ileal loop is 
anastomosed to the bladder. 


of the time, and ascending infection and stasis 
are sure Consequences. 

Bricker’s brilliant work introducing the ileal 
bladder certainly made available a happier 
choice (6, 8, 24, 30). A loop of ileum is isolated 
near the ileocecal region, the ureters are im- 
planted into it, and the end of the loop is brought 
out in the right iliac region as a urinary “‘ileos- 
tomy.” The operation certainly diminishes, if 
not completely abolishes, the postoperative com- 
plications of other types of urinary diversion. 
Infection and stasis almost disappear, so much 
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Fic. 5. 


so that postoperative pyelonephritis is only an 
episodic complication. Renal function has been 
repeatedly demonstrated to improve after this 
operation. Hydronephrotic kidneys and dilated 
ureters have assumed better function and ap- 
pearance (6). 

However, the patient still has to pay the price 
of “‘wet ileostomy.” This is not as unpleasant as 
it sounds because of the modern types of urinary 
ileostomy bags, but the authors think that 
Gentil’s ureteroileosigmoid bladder is a more 
satisfactory solution (13). The following case 
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Fic. 6. Case 2. Postoperative intravenous urogram after right unilateral ureteroileocystic reim- 
plantation. 


illustrates Bricker’s technique of ileal artificial 
bladder. 


Case 3. F. A. L., a 50 year old, white Brazilian 
housewife, had a Stage IV (League of Nations) carci- 
noma of the uterine cervix, rectum, and bladder. On 
December 28, 1954 the patient was operated upon 
and thorough exploration revealed a large tumor 
mass arising in the cervix and infiltrating the bladder 
and rectum. A complete pelvic exenteration was then 
carried out, with a terminal permanent sigmoidos- 
tomy at the left iliac fossa, followed by the construc- 
tion of an ileal bladder according to Bricker’s tech- 
nique (Fig. 7): (1) isolation of a 20 to 25 centimeter 
loop of terminal ileum approximately 10 centimeters 
from the ileocecal valve; (2) re-establishment of the 
intestinal continuity by means of an end-to-end anas- 
tomosis; (3) the proximal end of the isolated loop is 
closed and both ureters are implanted into the loop; 
(4) the distal end of the isolated loop is brought out 
to the skin in the right iliac region (Fig. 8). 


Ureteroileo sigmoidostomy. In attempting to pre- 
vent the complications of the older methods of 
urinary diversion, and at the same time avoid 
the unpleasantness of the wet ileostomy, one of 
the authors (Gentil) has developed a new tech- 
nique of constructing an artificial bladder from 
the ileum to be implanted into the rectosigmoid. 


At first it was thought that a reservoir could 
be constructed from the sigmoid into which the 
ureters could be implanted. Accordingly, in sev- 
eral cases the sigmoid was completely transected, 
the open end of the distal extremity was closed, 
and the ureters implanted near the closed end, 
one on each side. The free proximal end of the 
sigmoid was then anastomosed end-to-side with 
the rectum at a distance of about 15 centimeters 
below the closed sigmoid pouch (Fig. 9). The 
patients subsequently demonstrated a postoper- 
ative course that did not vary greatly from that 
of the ordinary ureterosigmoidal anastomosis 
cases. In 1 patient seen several months after 
operation persistence of the sigmoid bladder 
could not be demonstrated by sigmoidoscopic 
examination, while a barium enema revealed 
only a somewhat redundant rectosigmoid junc- 
tion, the rectosigmoid having assumed its pre- 
vious shape. 

Then it was decided to fashion an ileal blad- 
der of the Bricker type, but to implant it into the 
rectosigmoid junction instead of the abdominal 
wall. At first the ileal loop was implanted end- 
to-side into the rectosigmoid after the ureters had 
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both been implanted into it. However, the loop 
always assumed a position in which the sigmoid 
stoma was either at the same level as the loop or 
even at a higher level, therefore both the direction 
of peristalsis in the sigmoid and gravity tended 
to force fecal contents into the ileal bladder. 

The first operation of this type is reported in 
Case 4. 

Case 4. T. R. S., a 64 year old, white Brazilian 
male, had a recurrent carcinoma of the bladder. 
On June 5, 1956 a radical abdominoperineal cysto- 
prostatectomy was carried out with dissection of the 
pelvic lymph nodes. Bilateral ureteroileosigmoid- 
ostomy was performed (Fig. 10). The patient did 
reasonably well in the postoperative period and left 
the hospital in good condition 30 days after the opera- 
tion. One year later the patient wrote stating that he 
had returned to work and was well. 


It is interesting to note that while reviewing 
the literature, the authors found one reference 
to a unilateral ureteroileosigmoidostomy (27). 

Now in all cases in which diversion of the 
urine is required and in some of the revisions of 
old ureterosigmoidal and _ ureterocutaneous 
anastomoses the operation is performed in the 
following manner (Fig. 11): (1) isolation of an 
ileal loop, approximately 20 centimeters in 
length and 15 centimeters from the ileocecal 
valve and ligation and inversion of the two ends 
of the ileal loop; (2) re-establishment of ileal 
continuity by end-to-end anastomosis; (3) end- 
to-side ureteroileal anastomosis; (4) side-to-side 
ileorectosigmoidostomy. 

The following case illustrates the aforemen- 
tioned technique: 


Case 5. F. R., a 57 year old, white Brazilian male, 
had a recurrent carcinoma of the bladder. On August 
21, 1957 a radical abdominoperineal cystoprostatec- 
tomy with pelvic lymph node dissection was carried 
out and a bilateral ureteroileorectosigmoidostomy was 
then performed. The postoperative course was smooth 
and the patient was discharged on October 9, 1957. 
On December 5 descending urography revealed good 
function of both kidneys and the ileal loop was seen to 
fill up to quite a good capacity and then empty into 
the rectum (Fig. 12). 


This operation has now been in use for more 
than 2.5 years. The results appear to be satis- 
factory with regard to renal function and ab- 
sence of clinical evidence of electrolyte imbal- 
ance. In addition, the patients do not have to 
put up with the distressing wet ileostomy. This, 
to the authors, seems a very big advantage in- 
deed for a patient who frequently has had sev- 
eral major operations and who has been in bed 
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Fic. 7. Bricker’s ileal artificial bladder after pelvic 
exenteration. The ileal loop has been isolated and its 
proximal end has been closed and inverted. Both ureters 
have been anastomosed to the isolated loop. The distal 
end of the ileal loop has been brought out to the skin 
in the right iliac region and anchored. 


or in the hospital for a long time with conse- 
quent psychologic trauma. All of the patients are 
fairly continent, and in a matter of a few months 
are having only a few bowel motions a day. 

Tleum as a valve for bladder continence. This curious 
operation has been designed to control bladder 
incontinence by the use of a long ileal loop as an 
outlet for the bladder. Such a loop allows blad- 
der emptying only when intravesical tension 
rises to a certain point. Better continence is pre- 
sumably possible if the loop is anastomosed in an 
antiperistaltic fashion, or even better still if an 
intussusception is induced in the loop. This work 
is still largely experimental (1). 

Ileum as an artificial kidney. Kolff and his as- 
sociate have developed an artificial kidney by 
bathing a long loop of isolated ileum with physi- 
ologic electrolyte solution (20, 29). It appears 
that through this method appreciable quantities 
of urea and electrolytes can be washed out of the 
blood because of the constant electrolyte inter- 
change between the lumen of the intestinal loop 
and the circulation. The loop is isolated in the 
usual manner and both ends are brought out 
through the abdominal wall. 


em 
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Fic. 8. Case 3. Postoperative intravenous urogram after pelvic exenteration for carcinoma of 
the uterine cervix, followed by construction of an artificial ileal bladder according to Bricker’s 


technique. 


USES OF SEGMENTS OF SMALL INTESTINE IN SURGERY 
OF THE DIGESTIVE TRACT 


Fejunal loops in reconstruction of stomach. Partial 
gastrectomy still remains the method of choice 
for the treatment of peptic ulcer of the stomach 
and duodenum. The new classical Billroth I and 
Billroth II operations are still the techniques 
chosen by the great.majority of surgeons and it 
is not suggested that reconstruction with a je- 
junal loop will in any way replace these classical 
techniques. Indeed it has been the authors’ ex- 
perience, in the few cases observed in which 
interposition of jejunal loops has been performed 
(in an attempt to standardize a new treatment 
for peptic ulcer), that the results have been un- 
commonly bad, and that peptic ulceration of the 
interposed segment with its contraction and in- 
complete obstruction has been of frequent occur- 
rence. However, there is something to be said 
for jejunal loop interposition in the cases, ad- 
mittedly few, in which it has been necessary to 
revise the classical operations because of dis- 
tressing complications of the nature of a ““cdump- 
ing” syndrome and serious postprandial hypo- 


glycemia. These surgical methods were popu- 
larized first by Henley in 1952 and have been 
modified several times since then. In principle, 
the operation consists of a revision of the Billroth 
II technique involving the afferent and efferent 
jejunal loop of the gastroenterostomy and its 
adaptation to a Billroth I type of anastomosis re- 
establishing gastroduodenal continuity through 
the jejunal loop. A look at the accompanying 
diagrams explains these techniques (Fig. 13). 

Following such a revision of gastrectomy there 
is a radiologically demonstrable slowing up of 
emptying of the gastric pouch and relief of the 
existing “dumping” syndrome, hypoglycemia, 
or fermentative diarrhea. However, the danger 
of peptic ulceration of such a loop is always 
existent and this has influenced some investiga- 
tors to prefer interposition with the more resist- 
ant transverse colon. 

The story is entirely different when total 
gastrectomy, as practiced for neoplasms of the 
stomach, for example, is concerned. This opera- 
tion undoubtedly exerts considerable stress on 
the gastrointestinal tract, which is unaccustomed 
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Fic. 9. 
Fic. 9. Sigmoid bladder. 


Fic. 10. 


Fic. 11. 


Fic. 10. Ureteroileosigmoidostomy. The ileal loop has been isolated and its distal end closed and 
inverted. Both ureters have been anastomosed to the ileal loop. ‘The proximal end of the isolated 


loop has been anastomosed to the sigmoid. 


Fic. 11. Ureteroileosigmoidostomy. Isolation of ileal loop. Ligature and inversion of both ends. 
Bilateral end-to-side ureteroileal anastomosis. Side-to-side ileorectosigmoidostomy (Gentil’s technique). 


to the sudden transit of partly undigested food 
dumped into it and propelled along by active 
peristalsis. Many patients fail to recover ade- 
quately from the consequence of this operation, 
have serious dyspeptic manifestations, a fear of 
food, and a very slow recovery of weight, if any. 
Many factors have been incriminated as the 
causes of such morbidity, and there is no doubt 
that absence of the gastric reservoir, together 
with a loss of the gastric sphincters, is partly 
responsible since this leads to the abrupt passage 
of food into the upper jejunum. In addition, 
suppression of gastric digestion, inadequate ac- 
cess of the food to the duodenal juices, and im- 
proper mixture with them diminish the power 
of the intestine to digest such food. For these and 
many other reasons, the authors are of the opin- 
ion that some attempt at reconstruction of the 
stomach is worth while, even though this pro- 
longs an already long and shocking operation. 
The interposition of a jejunal loop using as 
simple a technique as possible is probably the 
best solution. Such a loop should be taken up 
to the upper abdomen behind the transverse 
colon, and a direct transit should be estab- 
lished from the esophagus to the duodenum in 
a manner as close to the normal physiologic 
one as possible. 


There is a large number of techniques and 
modifications from which one could choose 
when reconstructing a stomach. These have re- 
ceived adequate treatment by different authors 
(4, 5, 21). In general these methods depend upon 
the use of some part of the colon or ileocecal 
region, or the use of jejunal coils. The use of 
colon has no particular merit. Jejunal coils when 
used may be interposed as a simple direct 
anastomosing channel between the esophagus 
and duodenum, or an attempt is made to actu- 
ally form a capacious pouch by joining two 
neighboring loops in a Braun type of anastomo- 
sis or a more complete doubling of the loops on 
one another. Some techniques even attempt to 
delay the emptying of the gastric pouch by con- 
structing the outlet of the loop with a circum- 
ferential seromuscular stitch. 

However, the simpler the method used, the 
more satisfactory the results. A simple jejunal 
loop between esophagus and duodenum soon 
dilates and assumes a true gastric aspect. Barium 
studies a few months after operation show that 
such a loop, in addition to looking like a stom- 
ach, also acts as a gastric reservoir. A gas bubble 
reappears in the fundic part below the dia- 
phragm, and the barium drops to a swing at the 
new greater curvature, while the meal as a 
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Fic. 12. Case 5. Postoperative intravenous urogram after radical cystoprostatectomy with pelvic 
lymph node dissection for carcinoma of the bladder, followed by bilateral ureteroileorectosigmoid- 
ostomy. 


whole is held trapped in the new pouch for some 
time before being gradually discharged into the 
duodenum. 

Patients recover more quickly with this type 
of procedure, gain weight more rapidly, and are 
able to eat and drink quite liberally. Were it 
not for the frequent recurrence of the original 
gastric cancer, in some way or another, there is 
reason to believe that the majority of such pa- 
tients could lead a relatively normal life for 
quite a long time. 

The following is a representative case in which 
total gastrectomy with partial pancreatectomy 
and splenectomy plus a wedge excision of the 
left lobe of the liver was performed for gastric 
carcinoma. 


Case 6. A. F. S., a 48 year old, white Portuguese 
male, had a large carcinoma of the stomach. On 
October 21, 1955 the patient was operated upon and a 
huge gastric carcinoma was encountered invading the 
left lobe of the liver and pancreas. A radical total 
gastrectomy was carried out together with splenec- 
tomy, pancreatectomy, and partial resection of the 
left lobe of the liver. The esophagoduodenal continu- 


ity was re-established by a jejunal loop 20 centimeters 
long. The loop was passed through an opening in the 
transverse mesocolon, and connected by end-to-end 
anastomosis to the free ends of the esophagus and 
duodenum (Figs. 14 and 15). On the twenty-fifth 
postoperative day the patient was discharged in good 
condition. Late in the follow-up the patient gained 
weight and roentgenograms of the new stomach (Fig. 
16) demonstrated good patency of the jejunal loop, 
which gradually dilated and took on a gastric appear- 
ance. A gas bubble appeared in the upper or fundic 
part of the loop. 


Intestinal loops in esophageal reconstruction. The 
problem of re-establishing continuity of the 
esophagus after its partial or total resection has 
always baffled surgeons. Early attempts at using 
skin tubes by laying them in the subcutaneous 
tissues of the thorax or in the anterior medias- 
tinum were heroic procedures which seem much 
too crude nowadays. The problem was partially 
solved when it was demonstrated that the stom- 
ach could be mobilized and taken up into the 
thorax for an esophagogastrostomy. However, 
the extent to which the stomach can be mobi- 
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lized is definitely limited, and the regurgitating 
esophagogastric stoma exposes the lower end of 
the esophagus to the corroding action of the acid 
gastric juice. In addition, in many cases of carci- 
noma of the lower esophagus and cardia, ap- 
preciably large portions of the stomach have to 
be resected. The solution lies more with the mo- 
bilization of the right half of the colon or other 
parts of the colon, or in the use of long jejunal 
loops (25). Both methods are strongly advocated 
by their protagonists and it really seems difficult 
to choose between them. To the authors it ap- 
pears that the use of jejunal loop is simpler and 
less dangerous. For relatively low resection a 
Braun loop or better still a Roux-en-Y type of 
anastomosis is eminently satisfactory. However, 
when greater lengths of esophagus are to be re- 
sected, the problem is considerably more com- 
plicated; this is also the case when attempts are 
made to short-circuit long corrosive strictures of 
the esophagus by reconstruction of a new esoph- 
agus. In such cases a loop of jejunum is isolated, 
its blood supply maintained, and the end of the 
loop taken up to the neck, either through the 
anterior mediastinum (17) or through the 
posterior mediastinum (18). 

The pioneer work of Yudin and other Russian 
surgeons in the treatment of esophageal stric- 
tures popularized the use of jejunal loops to re- 
place the esophagus. Yudin describes in detail 
the method of dissection of the mesentery that 
enables him to liberate a long loop of the jejunum 
and move it up to the pharynx. 

The jejunal loop is taken up to the neck 
through a long subcutaneous tunnel extending 
from the epigastrium to the left side of the neck, 
where the upper free end is exteriorized. In a 
subsequent stage, this upper end is anastomosed 
to the pharynx or esophagus. This method ap- 
pears to be very successful in the hands of Yudin, 
but has not been accepted with enthusiasm by 
other investigators. 

The transthoracic reconstruction is well de- 
scribed by Harrison, who lays the jejunal loop 
in the posterior mediastinum. The operation is 
performed in three stages after a preliminary 
gastrostomy; however, two of these may be 
eliminated, the operation then being done in one 
stage. In Harrison’s original technique, the first 
stage consisted of isolation of the jejunal segment, 
taking it up into the compartment above the 
transverse mesocolon and then anastomosing its 
distal end to the fundus of the stomach. A long 
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Fic. 13. Henley’s technique. A, Gastrojejunostomy 
after partial gastrectomy. B, Re-establishment of gastro- 
duodenal continuity by means of a jejunal loop. 


arterial arcade was established at this stage by 
sacrificing some intermediate branches. At the 
second stage the esophagus was resected through 
a thoracotomy and the jejunal loop taken up to 
the neck. At the third stage, 2 weeks later, the 
pharyngojejunal or esophagojejunal anastomosis 
was performed. 

Robertson and Sarjeant describe a similar 
technique. Their operation, however, is a one- 
stage procedure; the jejunum is brought up 
through the anterior mediastinum extrapleural- 
ly without a thoracotomy and the stomach is 
short-circuited. 

Another interesting, but somewhat too elab- 
orate procedure was described by Longmire 
and Ravitch. These authors take a loop of jeju- 
num out to the abdominal wall and lay it in a 
subcutaneous tunnel. Subsequently the jejunal 
loop is completely separated from its mesentery 
and used to line a cutaneous tube. Finally, this 
tube of skin lined with jejunum is rotated up to 
the neck and continuity established through it 
between the esophagus and the stomach. Un- 
doubtedly such an operation cannot compete 
with simpler methods of direct transplantation 
of loops transthoracically. 

The following patient was treated in our 
hospital (operated upon by Dr. Salim Auada), 
by resection of the lower two-thirds of the 
esophagus; a jejunal loop was brought up to the 
esophageal stump and a Braun’s anastomosis 
established. 


Case 7. E. M., a 57 year old, white Brazilian male 
had a large carcinoma of the lower third of the 
esophagus. On June 16, 1956 the patient was operated 
upon and an extensive carcinoma of the cardia was 
found invading the lesser curvature of stomach and 
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Fic. 14. Interposition of jejunal loop between esophagus and duodenum. A, Radical total gas- 
trectomy+splenectomy-+ pancreatectomy. B, Preparation of the jejunal loop. 

Fic. 15. Interposition of jejunal loop between esophagus and duodenum. A, The jejunal loop 
is brought through the transverse mesocolon. B, The proximal end of the isolated loop is anasto- 
mosed (end-to-end) to the esophagus, while its distal end will be anastomosed to the duodenum 
(end-to-end). 


the esophagus. A radical lower esophagectomy plus 
total gastrectomy was carried out, followed by a 
Braun’s anastomosis. The jejunal loop was brought up 
into the posterior mediastinum, where an end-to-side 
esophageal implantation in two layers was performed. 
The afferent and efferent limbs of the loop were then 
anastomosed between themselves, side-to-side. 

Postoperative roentgen studies (Fig. 17) revealed a 
well functioning anastomosis. 


Segments of small intestine in biliary surgery. Loops 
of intestine have been used in a variety of ways 
to reconstruct extrahepatic biliary ducts that 
have been destroyed for some reason or are con- 


genitally absent. It has been demonstrated that 
a conduit joining stumps of the hepatic ducts at 
the porta hepatis to the duodenum can function 
as an artificial hepatic duct (17). 

Interposition of a loop of small intestine in colonic 
surgery. It is not uncommon for surgeons per- 
forming partial resections of the colon to en- 
counter difficulty in bringing the two ends of the 
colon together and re-establishing continuity. 
This is particularly the case in resection involv- 
ing the left side of the colon when the transverse 
colon is anchored down by a short mesentery 
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Fic. 16. Case 6. Postoperative roentgenogram showing 
a rather satisfactory gastric pouch. 


and cannot be brought down to meet the stump 
of lower sigmoid or upper rectum. In such cases 
it is frequently easier, and sometimes the only 
possibility, to interpose a loop of ileum between 
the two cut ends of the colon. Few surgeons have 
reported these operations, but they are un- 
doubtedly much more common than would ap- 
pear by review of the literature. German sur- 
geons have written more than their other col- 
leagues (12, 23) about the subject. 

The following is a representative case in which 
such a difficulty was encountered and overcome 
by an ileal loop interposed between the splenic 
flexure and the rectum. 


Case 8. A. D., a 55 year old, white Brazilian male, 
had a large carcinoma of the sigmoid. On January 7, 
1956 the patient was operated upon and a rather ex- 
tensive lesion of the sigmoid was found invading the 
abdominal wall and a loop of small intestine. A loop 
of isolated ileum was used to re-establish the continu- 
ity between the upper rectum and uppermost segment 
of the descending colon (Fig. 18). This was necessary 
because of an unusual shortness of the transverse 
mesocolon, in spite of the fact that the splenic flexure 
was thoroughly mobilized, 


It is interesting to note how well the ileum 
subsequently adapts itself to its new colonic 
function (Fig. 19). 
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Fic. 17. Case 7. Roentgenograms showing result after 
total gastrectomy and partial esophagectomy for carci- 
noma of the cardia followed by reconstruction of esopha- 
gus with jejunal loop. 


Another very interesting operation is de- 
scribed (14), in which a new rectum was con- 
structed from an ileal loop and appears to have 
functioned satisfactorily. The operation was per- 
formed in a case of ulcerative colitis in which a 
staged colectomy had been carried out, leaving 
the anal canal and lower rectum. Since the pa- 
tient could not tolerate her ileostomy, a new 
rectum was fashioned out of an ileal loop dou- 
bled on itself and implanted into the anal stump. 
The ileostomy was anastomosed end-to-side into 
the vault of the ileal “‘rectum.” 


MISCELLANEOUS USES 


Many other uses of small intestinal loops sug- 
gest themselves or have been described. The 
majority are still of an experimental nature and 
are not rational operations. Some of them are 
mentioned briefly and the reader is referred to 
the literature for further details and descriptions. 

Vaginal reconstruction using small intestine. When 
the vagina is congenitally absent, one can be 
fashioned by a variety of plastic procedures. A 
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Fic. 18. 


new vagina can be fashioned from a loop of 
ileum exteriorized into the perineum with its 
blood supply intact (2). Although this may not 
be the best operation, it is indicated particularly 
when other methods have failed. The operation 
was originally described by Baldwin whose name 





Fic. 18. Interposition of loop of small intestine in 
colonic surgery. A, Preparation of the ileal loop. B, Re- 
establishment of ileal continuity. Interposition of loop 
of ileum by means of two end-to-end anastomoses in an 
isoperistaltic fashion. 

Fic. 19. Case 8. Barium enema shows the interposed 
ileal loop with the appearance of large bowel. 


it takes. Counseller and Flor suggest a modifica- 
tion and report several successful cases. 

Reinforcement of vascular grafts. Segments of 
small intestine stripped of their mucosa have 
been used to reinforce vascular and aortic 
grafts (16). 

Revascularization of the heart. Supplementing the 
cardiac circulation in animals has been done in 
a kind of Beck’s operation, using mucosa free 
intestine (3). 

Replacement of diaphragmatic and peritoneal defects. 
Again mucosa-free intestinal segments can be 
used to close defects in the diaphragm and peri- 
toneum. Should such defects lie in the anterior 
wall, the mesentery of the intestinal segment can 
later be cut to prevent the danger of intestinal 
obstruction. 


SUMMARY 


The authors have made a survey of the litera- 
ture on the subject of the use of segments of 
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small intestine in general surgery. They discuss 
their experiences with the use of these seg- 
ments, particularly in the field of neoplastic 
surgery. 
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SURGERY OF THE HEAD AND NECK 


EYE 


Ophthalmodyna try and Carotid Artery Throm- 
bosis. Harotp F. Spatter. Am. 7. Ophth., 1959, 47: 
453. 


THE TECHNIQUE of ophthalmodynamometry can be 
utilized to obtain a relatively accurate measurement 
of the blood pressure in the internal carotid artery. 
Essentially, the eye is converted into its own blood 
pressure apparatus with the diastolic and systolic end 
points represented by the onset and collapse of pulsa- 
tion of the central artery. 

In order for the technique to be clinically useful the 
authors examined 50 normal subjects, thus establishing 
arelatively reliable range of normal variation between 
the two eyes. The upper limit of variation was found 
to be 15 per cent. To ensure a significant difference 
the authors chose a minimum variation of 25 per cent 
between the pressure levels of the two normal eyes. 

In certain disease states it is likely that decreased 
blood flow or lowered blood pressure in one eye may 
be present. This condition could be demonstrated by 
ophthalmodynamometry. These diseases include 
thrombosis of the carotid artery, temporal arteritis, 
Takayasu’s disease, and arteriosclerotic optic atrophy. 

In this article, the authors are concerned entirely 
with the use of this technique in the diagnosis of 
thrombosis of the carotid artery. A thorough review of 
the symptomatology is presented. Nineteen cases are 
reported. All cases were documented as carotid throm- 
bosis by arteriography or by surgical exploration. In 
all cases but one, diagnostically significant differences 
were found in the arterial pressure of the two sides by 
the technique of ophthalmodynamometry. 

It is apparent that a very simple, reliable test has 
been elucidated which will prove invaluable in the 
early diagnosis of carotid artery thrombosis, a disease 
whose incidence has recently been shown to be much 
more common than was formerly suspected. 

—Jj. Winston Duggan, M.D. 


Ocular Manifestations of Internal Carotid Art 
Occlusion, Ne1t Gorpon. Brit. 7. Ophth., 1959, 43: 257. 


In A REVIEW of 50 case histories of internal carotid 
artery occlusion, in which the diagnosis was confirmed 
by angiography or surgery, Gordon found 10 cases 
with ocular symptoms. The case histories of these 10 
patients are briefly reported, the ocular symptoms are 
described, and their pathogenesis is discussed. 

Four patients had a sudden loss of vision in the 





ipsilateral eye. Nine had a homonymous field defect. 
Pupillary abnormalities were noted in 4. In 1 patient 
with a complete block of the right internal carotid 
and right hemiplegia the pupillary reactions were 
sluggish. In another patient with a complete block of 
the left internal carotid the pupils were irregular and 
the left was larger than the right. In the third patient 
with a partial occlusion of the right internal carotid 
and a history of syphilis the pupils were irregular, 
unequal in size, and did not react to light. The fourth 
patient had a slight unilateral ptosis as a part of 
Horner’s syndrome. Four patients had disturbances of 
extraocular motility, and in 2 patients bruits over the 
eyes could be heard. —Ray K. Daily, M.D. 


Perspex Prosthesis for the Lacrimal Sac and Naso- 
lacrimal Duct. L. H. G. Moore. Brit. 7. Ophth., 1959, 
43: 186. 


THE AUTHOR uses a plastic tube 27 mm. long, the up- 
per half of which is perforated like a sieve. Through 
a skin incision the upper portion is inserted into the 
lacrimal sac and the lower portion is forced through 
the nasolacrimal canal. 

The author reports 6 successful cases, none fol- 
lowed up for more than 6 months. 

— J. Winston Duggan, M.D. 


Congenital Ectropion and Distichiasis. GuiLLERMo 
Picé. Am. 7. Ophth., 1959, 47: 363. 


THIs EXTENSIVE THESIS presented as a requirement for 
membership in the American Ophthalmological 
Society is based on an investigation of three genera- 
tions of a family of 18 members, 11 of whom suffered 
from congenital ectropion, in 8 instances associated 
with distichiasis. Two members had distichiasis only, 
and only 5 had normal eyes. 

From a minute review of the scant literature and 
from analysis of these patients, Pico classifies the very 
rare congenital anomalies into four etiologic groups: 
(1) congenital ectropion due to absence or anomaly 
of the tarsus; (2) natal ectropion due to eversion of 
the lids during passage through the birth canal; (3) 
congenital ectropion secondary to changes in the 
palpebral skin, as in ichthyosis or hyperkeratosis; and 
(4) relative ectropion due to microphthalmia and 
orbital cysts. In the family studied, inheritance was 
by a dominant autosome with high penetrance; the 
genotype is heterozygous. 

Histologic examination of lid tissues removed by 
corrective surgery supports the concept of tarsal 








agenesis or hypoplasia in some cases. Correction of 
the distichiasis is made by electrolysis of the super- 
numerary lashes. The ectropion in type 2 is usually 
corrected by taping or temporary tarsorrhaphy 
sutures; in type 1, correction is by Kuhnt-Szymanow- 
ski-type procedures or, as in type 3, by skin grafts 
where needed. If secondary infection is present, it 
must be corrected first. —A. H. Keeney, M.D. 


Sudden Blindness in Cranial Arteritis. GERALD Par- 
sONns-SMITH. Brit. 7. Ophth., 1959, 43: 204. 


SUDDEN BLINDNESS in cranial arteritis, a disease that 
occurs in patients over 55 years of age, is discussed. 

Involvement of one of the main scalp arteries is 
followed by extension to the others, to the main 
carotid trunks, and very consistently to the branches of 
the maxillaries. Each artery remains extremely pain- 
ful and inflamed for several days. The vessels may 
appear as solid cords and may be completely throm- 
bosed, or their lumens may be reduced to small slits. 

Most symptoms of cranial (temporal) arteritis 
clear spontaneously, but when the eyes are involved 
(an incidence of 50 per cent) the sequelae are general- 
ly permanent. Blindness is due to ischemia of the retina 
or optic nerve (papilledema or retrobulbar neuritis) 
as a result of occlusion of the blood vessels to these 
structures. 

The presenting symptoms and signs in this series 
of cases were severe headache, 11 cases; involve- 
ment of the artery: central retinal occlusion, 6, 
retinal branch occlusion, 1, and hemorrhages and 
exudates, 4; affection of the optic nerve: papilledema, 
7, retrobulbar neuritis, 3, and optic atrophy, 2; sixth 
nerve palsy, 5; ocular pain, 5; cerebral lesion: field 
defects, 4; and central retinal vein branch thrombosis, 2. 

In 11 patients in whom the arterial blood supply 
to the retina was involved and in the 12 patients with 
signs of optic nerve disease there was no further 
deterioration of vision in those treated with ACTH. 
In several cases surprisingly good response was 
achieved. 

A total of 33 blind eyes were seen. Of 9 not treated 
with ACTH, none improved. 

Of 24 eyes with vision reduced to counting fingers 
or to lower acuity, sight was restored by ACTH in 11, 
and in a further 4 sufficient sight was regained to en- 
able the patient to get around in the home. No pa- 
tient who received ACTH progressed to complete 
bilateral blindness. 

The interval between the onset of blindness and the 
first dose of ACTH should be as short as possible. If 
given within a few hours of the onset of blindness, 
ACTH is likely to restore vision. In this series, all 6 
eyes treated within 12 hours with ACTH recovered. 
In the seventh case, one of papilledema, in which 
there was a delay of 36 hours, recovery was only 
slight. The urgency for treatment with ACTH ap- 
plied equally to each of the 3 clinical groups (retinal 
artery occlusion, retrobulbar neuritis, and papille- 
dema), although unexpectedly good results were 
achieved in retrobulbar neuritis in spite of prolonged 
delay. 

Corticotrophin (ACTH) should be continued for 21 
to 28 days, during which time the patient should be in 
the hospital or confined to his home. For the first 2 
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days ACTH is given intravenously, 25 units each 
day. On the third and fourth days, 50 units are given 
intramuscularly every 6 hours, and after that the dose 
is reduced to 20 units intramuscularly twice daily. 
During the final week the dose is gradually reduced. 
In an emergency, 5 mgm. prednisolone may be given 
by mouth three times daily after an initial dose of 
15 mgm., changing to the ACTH as soon as possible. 

It is pointed out that ocular symptoms may ante- 
date general cranial arteritis by weeks or months. 
Eye symptoms developed in 5 patients in the present 
series before the onset of the cranial arteritis. In 1, 
the arteritis developed 3 weeks later; in the other 
there was an interval of 6 months. Two patients had 
sixth nerve paralysis. 

Because it may be impossible to differentiate within 
a few hours of the onset of blindness between the ef- 
fects of cranial arteritis and those of isolated occlusive 
incidents in the blood supply of the eye, and because 
ACTH produces dramatic results when administered 
immediately after an insult in cases of temporal 
arteritis, it is recommended that all such elderly pa- 
tients should be given ACTH at once, even if only one 
eye has been involved. If this hormone is not avail- 
able, 15 mgm. of prednisolone should be given im- 
mediately. 

If after a week of ACTH therapy there has been no 
improvement, the drug should be discontinued. The 
ocular lesion is probably an isolated one and not part 
of the diffuse syndrome of cranial arteritis. It is not 
advisable to give the hormone in cranial arteritis be- 
fore visual symptoms appear. 

ACTH given on the same day as the onset of blind- 
ness has restored sight to every eye so treated, and in 
retrobulbar neuritis ACTH may prove effective even 
after a longer period of blindness. 

— Joshua Zuckerman, M.D. 


phatic Tumors of the Orbit. VERNoN 

rit. J. Ophth., 1959, 43: 247, 
A REPORT of 8 cases of malignant lymphatic tumors 
of the orbit is presented. Among the clinical symptoms 
were proptosis, annular swellings of the conjunctiva, 
swelling arising from the subconjunctival tissues, a 
small lump associated with proptosis, tumor of the 
upper part of the orbit extending to the forehead, 
proptosis with lateral displacement or associated with 
diplopia, and swelling of the upper and lower eyelids. 

Smith points out the difficulty of comparing these 
cases on a histologic basis. He also attempts to 
analyze this series in terms of extraorbital extension. 

Various classifications of these tumors have been 
proposed which differ from each other considerably. 
Moreover, terms are frequently employed which are 
not in common use, and, ven when common terms 
are employed, cases are reported which might be 
differently labelled by other pathologists. 

Scott (1958) pointed out that lymphatic tumors 
are capable of variable histologic appearance and 
pathologic behavior during the course of the disease. 
They are all lymphomas but of different degrees of 
malignancy. On the other hand, each histologic pic- 
ture may be viewed as characteristic of a disease 
entity, necessitating a detailed classification, such as 
that of Robb-Smith (1938). 


Malignant L 
H. Sirn. 
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It seems most satisfactory to use the clinical be- 
havior of the growths as a basis for diagnosis (Duke- 
Elder, 1952). 

The tumors may also be viewed in terms of whether 
or not there is extraorbital spread. Three of the 4 pa- 
tients with extraorbital spread in this series of 8 have 
died within 2 years after first being seen. Of the 
patients without extraorbital spread, all are alive and 
well after a period of 2 to 9 years. 

— Joshua Kuckerman, M.D. 


Intracapsular Cataract Extraction Using Alpha- 
chymotrypsin. J. E. H. Cocan, H. M. Symons, and 
D. C. Grsss. Brit. 7. Ophth., 1959, 43: 193. 


THE UsE OF alphachymotrypsin (A.C.T.) as an aid to 
intracapsular cataract extraction is discussed. 

A.C.T. is an enzyme prepared from bovine pan- 
creas. It has fibrinolytic and proteolytic properties. 
Barraquer (1957) discovered that this substance had a 
selective solvent action on the zonule of the crystalline 
lens and applied the discovery to the living human 
eye. 
After a corneal section has been made, the anterior 
chamber is irrigated with Ringer’s solution to remove 

any blood or clots. A.C.T. (0.25 to 0.5 ml.) is intro- 
duced by means of a syringe and lacrimal cannula. 
The cannula is passed through the iridectomy, flood- 
ing the subiridic space in all directions, or it is intro- 
duced through the pupil under the iris, first on one 
side and then on the other, as originally described by 
Barraquer. Care must be taken to ensure the absence 
of posterior synechia by passing an iris repositor or 
the cannula freely under the iris. After a lapse of 3 
minutes, the anterior chamber is again irrigated with 
Ringer’s solution to remove any remaining active 
enzyme. 

The authors present 122 caes of round-pupil 
cataract extraction with alphachymotrypsin. Three 
preparations of enzyme were used: (1) chymotrase 
(quimotrase), the original Spanish product; (2) 
zonulysin; and (3) chymarzon. 

It is the authors’ opinion that removal of senile and 
presenile cataracts is made much easier by the use of 
the enzyme and that no damage from its use results to 
any of the ocular structures. 

All lenses cannot be removed by capsule forceps. 
Almost all can be removed by the erysiphake in con- 
junction with the use of the enzyme. 

The effectiveness of alphachymotrypsin in cataract 
extraction in the lower age groups has not yet been 
determined. —Foshua Zuckerman, M.D. 


Dacryocystorhinostomy. SamueL D. McPuHERsoN, Jr., 
and DuBose Ecteston. Am. 7. Ophth., 1959, 47: 328. 


THE MEDICAL SCHOOL of the University of North Caro- 
lina, Chapel Hill, presents a review of 106 dacryo- 
cystorhinostomies. 

Dacryocystorhinostomy was performed as a primary 
procedure in 99 patients and as a secondary pro- 
cedure in 7. Patients ranged in age from 30 to 70 years 
and 95 per cent were white. 

Chronic infection was the cause in 87 cases; 7 cases 
were congenital; 4 cases were caused by trauma; in 5 
cases the ethmoid cells were involved; and in 1 case a 
mucocele. 
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The technique used was essentially that of Dupuy 
Dutemps. The results were considered successful in 89 
cases and failures in 17. Complications were bleeding, 
which was not serious; obliteration of the lumen of the 
sac by infection; postoperative abscess of the sac; and 
closure of the rhinostomy, usually by scar tissue, with 
resultant epiphora. —Earl H. Merz, M.D. 


Iridencleisis. M. Wyatt Hatsten and Jack S. Guyton. 
Arch. Ophth., Chic., 1959, 61: 727. 


THE AUTHORS Discuss in some detail the history of 
iridencleisis. 

The mechanism of action is the creation of a fistula 
through which aqueous drains into the subconjunc- 
tival bed. From here, the fluid is absorbed or, in the 
case of a thin bleb, it may pass transconjunctivally to 
mix with the tears. 

The authors’ technique of operation varies slightly 
from the classical procedure. They believe that dissec- 
tion of a broad flap resulting in a thickly covered, 
diffusely filtering bleb is important. The scleral in- 
cision is placed well posteriorly so as to enter the 
anterior chamber deep in the angle, after which trac- 
tion on the iris is advised to create an iridodialysis 
from the 11:30 to the 12:30 o’clock lines. A radial 
iridotomy with incarceration of both pillars is pre- 
ferred. Minimal manipulation of the iris is important. 

Of 86 cases, a successful result was obtained in 72 
(84 per cent). The procedure was effective in both 
narrow and wide angle chronic cases and particularly 
in acute congestive glaucoma. 

Iridencleisis is not recommended in glaucoma in the 
Negro nor in aphakic or other secondary glaucomas. 

— J. Winston Duggan, M.D. 


Surgery of Ptosis Associated with Jaw Winking. 
Utysses M. Carsajau. Am. 7. Ophth., 1959, 47: 350. 


Or 142 PATIENTS WITH PTosis at the Los Angeles 
Childrens Hospital, the author has found 6 with jaw 
winking as originally described by Marcus Gunn in 
1883. These were all congenital and unilateral and, 
except for 1 case, the left was the involved eye. 
Etiologic concepts are reviewed without new con- 
clusions or new evidence. In common with most 
reports of Gunn’s phenomenon, muscle imbalance 
was common in this series and usually included hypo- 
tropia of the ptotic eye. The absence of its upward 
rotation when the lid was retracted, however, indi- 
cates dissociation between levator and superior rectus 
innervation. Levator muscles were grossly normal 
in size and elasticity in the 5 patients who were op- 
erated on. 

The author urges that surgery be avoided in mild 
cases and advises that shortening the levator muscle 
alone will be ineffective. The only way to interrupt 
the mandibulopalpebral synkinesia is by resecting a 
complete width of levator tendon and utilizing the 
frontalis or superior rectus muscle to correct the total 
ptosis. Ptosis correction should be deferred 1 to 2 
months after levator resection, thus affording time 
to evaluate the completeness of the first stage. Only 
for marked ptosis and minimal winking should levator 
shortening be considered. Associated heterotropia 
and amblyopia should be treated as separate entities. 


—A. H. Keeney, M.D. 








Treatment of Malignant Neoplasms of the Eyelids. H. 

B. STALLaRD. Brit. F. Ophth., 1959, 43: 159. 

THE AUTHOR compares surgical and roentgen therapy 
of malignant neoplasms of the eyelids. 

He believes that a biopsy specimen, needed prior to 
either form of treatment, should consist of a strip of 
tissue that traverses the entire length and depth of the 
tumor. If this is done, an excisional biopsy with sec- 
ondary reconstruction is to be preferred to cutting 
into the tumor. 

Surgical removal is more certain than cure by irra- 
diation, and the author believes that recurrence is less 
frequent after surgery. After irradiation, surgery is 
not as successful as when performed as a primary pro- 
cedure. 

Surgery does not damage adjacent tissues nor cause 
ocular complications. The structure and function of 
the surgically corrected eyelid are more normal. 

Complications of irradiation are cataracts, because 
the eye cannot be adequately shielded; superficial 
punctate keratitis; iridocyclitis and glaucoma; stenosis 
of the lacrimal apparatus with permanent epiphora; 
and skin atrophy, ectropion, loss of elasticity, and 
necrosis. 

The principles of surgical reconstruction of both 
lids and both canthi are outlined. 

The author believes that surgery is the preferred 
treatment and that postirradiation complications are 
much worse than those resulting from surgery. 

—Earl H. Merz, M.D. 


EAR 


Chondrodermatitis Nodularis Chronica Helicis or 
Glomus Tumor of the Helix? James CaLNan and 
Bruno Rossatti. Brit. 7. Plast. Surg., 1959, 12: 55. 


THE SUBCUTANEOUS PAINFUL NODULE of the ear margin 
has remained something of a controversial patho- 
logic condition since it was described by Winkler 
(1916), who presented 8 cases and classified the dis- 
order as a distinct entity under the term “‘chondro- 
dermatitis nodularis helicis chronica.”” Many reports 
have appeared since, mainly in journals devoted to 
dermatology and radiology. 

This painful nodule or ulcer on the helix margin, 
of long duration and most common in adult males 
after the fourth decade, is distinctive and presents 
little difficulty in diagnosis. Pain is the main symptom 
and frequently wakes the patient when he lies on the 
involved side. Examination shows a pinkish grey 
cutaneous nodule a few millimeters in diameter on 
or near the free border of the helix and firmly fixed 
to the deep tissues. Removal of a central crust dis- 
closes a small, well-defined ulcer with a red base; a 
history of discharge from the ear margin is unusual. 
There is still disagreement concerning the patho- 
genesis of the condition, and this study was carried 
out with the purpose of elucidating it. 

Twenty-one cases of this disease were seen by the 
authors over a period of 4 years. Twenty of the 21 
patients were males. The disease most commonly 
occurred in the age groups 20 through 59. Treatment 
was based on the current rationale that the skin 
nodule with a small piece of the underlying cartilage 
should be excised. Because recurrences invariably 
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appeared in the skin area over a prominent point of 
the underlying cartilage, an attempt should be made 
to round off the contour of the cartilage at the time 
of primary excision. 

Histologically, the epidermis of the lesion shows 
acanthosis, with irregular broadening and deepening 
of the dermal papillae, and hyperkeratosis with kera- 
totic plugging of the follicles. The underlying epitheli- 
um is ulcerated, with fibrinous material in its base; 
round-cell infiltration extends down into the corium 
where there is proliferation of fibrovascular tissue. 
The latter reaction may be so marked as to resemble 
a vascular hamartoma. The perichondrium may be 
thickened or it may be involved by the downgrowth 
of the vascular granulation tissue. The underlying 
cartilage, often normal, may show degenerative 
changes or even necrosis due to direct involvement 
in the lesion. 

Some aspects of the condition may be reconsidered 
in connection with its causes: 

1. Pain in the helix occurs usually when the pa- 
tient is in bed, after an appreciable interval, or spon- 
taneously in cold weather. This suggests that pressure 
is not the only factor in initiating the symptom and 
that thermal changes play some part. 

2. Ulceration of the skin elsewhere on the body 
does not usually give rise to such acute boring pain; 
indeed, ulceration was present in less than half the 
cases treated by the authors. 

3. Itis limited to the upper half of the ear. 

4. A painful nodule in a cutaneous area in which 
arteriovenous anastomoses are present suggested a 
similarity to another cutaneous lesion known as 
glomus tumor. With this in mind the authors decided 
to re-examine the histologic specimens to assess the 
validity of this hypothesis. 

Sections were stained by the following methods: 
Mallory-Azan, Masson, hematoxylin and eosin, 
Unna-Taenzer, and Weigert for elastic tissue. The 
method of Cajal-De Castro for nerve fibers was also 
used. The accepted histologic features were confirmed, 
but in three-quarters of the cases the authors found 
clear evidence of an unusual proliferation of epitheli- 
oid cells of the walls of arteriovenous anastomoses—a 
finding characteristic of glomus tumors of the type in 
the finger tips described by Masson.,The affected 
area is very rich in vessels, mainly arterioles, with 
small lumina, the walls of which are formed by strati- 
fied layers of epithelioid cells. It is often possible to 
ascertain that the proliferation originated from the 
walls of these vessels and then flared out into the 
surrounding tissue. There are also areas in which 
epithelioid cells have assumed the usual infiltrative 
appearance of a tumor; they may be arranged in 
clumps or in palisade formation with a fine network 
of stromal tissue. This proliferation occupies mainly 
the superficial layer of the dermis or the dermal 
papillae, with little tendency to infiltrate the carti- 
lage. Migration of epithelioid cells from the papillae 
into the superficial layers of the epidermis has also 
been observed. The tumor proliferation does not ap- 
pear to be very active, for mitosis is extremely rare. 
The ulceration of the skin seems to be related to the 
lack of blood supply caused by the tumor infiltration 
in the underlying papillae, and hence degenerative 
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changes in the epidermis and in the cartilage could 
be regarded as secondary. 

It is noteworthy that Pritchard and Daniel (1956) 
found arteriovenous anastomoses present in large 
numbers in the human external ear at all ages. These 
have been found on or near the perichondrium, in 
the deeper layers of the corium, and in the subcu- 
taneous fatty tissue. It follows that when such a pro- 
liferation of epithelioid cells occurs the lesion should 
be classified under the heading of the glomus tumour. 
One may wonder why such a lesion has been over- 
looked until now; but if the size of this benign lesion 
is considered it is easy to understand why it can be 
missed unless the specimen is examined by serial 
section. The special staining methods (Mallory-Azan 
or Masson) are not often used in routine laboratory 
techniques so that recognition of the epithelioid cells 
is not facilitated, for they often may be masked by 
an accompanying round-cell infiltration. The previ- 
ous classification of the lesion under the name of 
chondrodermatitis nodularis chronica helicis also may 
have prevented its recognition. The authors do not 
wish to infer that all cases of chondrodermatitis are 
to be considered glomus tumors of the helix, but point 
out that some cases can be associated with the pres- 
ence of a small glomus tumor and are likely to be 
secondary to it. The glomus tumor of the helix must 
be distinguished from the glomus tumor of the ear 
usually occupying the tympanic cavity and having a 
different origin. 

In this series there was no evidence that occupa- 
tion, habits, or environment played any important 
role in the origin of the affection. 

— Bernard C. Gerber, M.D. 


NOSE AND SINUSES 


Cancer of the Paranasal Cavities (CAncer das cavi- 
dades paranasais). JoRGE FAIRBANKS BARBOSA. 
Rev, brasil. cirurg., 1959, 37: 144. 


IN THE FIRST 5 years of functioning of the Central 
Institute for the Combating of Cancer, San Paulo, 
Brazil, the author has observed 141 patients with 
cancer of the paranasal sinuses. Of this number, 72 
could not be treated, either because the patient re- 
fused the proposed therapy, or because the neoplastic 
process was too far advanced for any hope of radical 
cure. Of the remaining 69 subjects, 13 could not be 
traced. Of the 56 who had surgical treatment and 
could later be found, 18 are alive and without symp- 
toms, 

The author realizes that his material is too scanty 
and the time has been too brief to justify a statistical 
evaluation at present; however, all the patients who 
have been operated upon by the technique that has 
been perfected are still alive and without evidence of 
metastasis or recurrence. The author therefore be- 
lieves that this procedure should be reported. 

_ The new operation will be discussed and illustrated 
in detail in a future publication; it may be stated 
briefly that the method consists essentially in remov- 
ing en bloc the entire content of the orbital cavity 
and the ethmoid labyrinth and covering the resultant 
wound surfaces with a free flap consisting of the skin, 
subcutaneous tissues, and mimic muscles of the face 





SURGERY OF THE HEAD AND NECK 437 


and upper lip of the affected side. In the approach 
to the operative field the zygomatic arch is cut 
through at both extremities, the ramus mandibuli is 
sawed through transversely, some distance distally 
from the incisura mandibulae, and the upper third 
of the masseter and lower third of the temporal 
muscles and, when indicated, all of the external 
pterygoid muscle are removed. This permits easy 
access to the internal maxillary artery which is li- 
gated and cut and its distal stump enveloped in the 
distal stumps of the resected muscles. This procedure 
also forestalls the development of postoperative 
trismus. 

When the palate has been divided in the midline 
and along the line of the nasolabial raphe in front 
and the bones of the affected side of the nose, as far 
as the roof of the nasal fossa and the orbital cavity, 
the entire facial skeletal block of that side of the face 
can be removed without too much hemorrhage 
(electrocoagulation of the palatal artery). This block 
of tissue includes the eyeball and other tissues of the 
orbital cavity, and the procedure may even include 
opening the skull through the roof of the orbital 
cavity and of the dura, the cranial contents being 
protected from infection and the results of liquorrhea 
by the application of the free flap. 

The results of this new, more radical operation have 
been a source of great encouragement for the author’s 
service. — John W. Brennan, M.D. 


MOUTH 


A Triangular Flap Operation for the Primary Repair 
of Unilateral Clefts of the Lip. PreTer RANDALL. 
Plastic & Reconstr. Surg., 1959, 23: 331. 


THE AUTHOR presents a method of primary repair for 
unilateral clefts of the lip. He has studied the post- 
operative results and discusses a plan for their critical 
evaluation. 

The operation has had two major aims. The first is 
to obtain a greater use of available tissue in the lower 
third of the lip by preserving the normal Cupid’s bow. 
A diagonal incision is made in the philtrum which 
leaves a triangular defect on the medial side of the 
cleft. This defect is filled by a triangular flap from the 
lateral side of the cleft. 

The second aim has been to produce a simplified 
design that is based on definite anatomic landmarks. 
A single, flexible method of repair has been developed 
using measurements on the noncleft side to determine 
distances on the cleft side so that the design can be 
altered to suit a variety of unilateral clefts. 

The author determines the size of the flap by 
measuring the vertical height of the normal side 
from the base of the columella to the superior peak of 
the Cupid’s bow on the same side. Because the object 
is to make the vertical height on each side of the lip 
the same, it is important to determine what makes up 
the vertical height on the cleft side. These simple 
measurements can be determined before any incisions 
are made. They can be checked after the incisions on 
the medial side have been completed but before the 
lateral incisions are made; and they can be altered 
after the superior part of the cleft has been closed, if a 
final adjustment is found to be necessary. 








The markings and measurements are not difficult if 
the appearance of the finished repair is kept in mind. 
Briefly they consist of: 

1. Marking the superior peaks of the Cupid’s bow 
on the cleft and the noncleft side. 

2. Measuring the vertical height of the noncleft side 
from the base of the columella to the superior peak of 
the Cupid’s bow. 

3. Measuring the vertical height of the medial flap. 

4. Determining the difference between these two 
measurements which will be the distance across the 
lateral triangular flap or the distance the cleft side of 
Cupid’s bow must be brought down to bring it into a 
normal position. Illustrations of the technique are 
included in the original article. 

An additional flap may be placed in the base of the 
columella. This flap restores some of the fullness seen 
in the base of the normal columella and prevents a 
notching depression in the floor of the nostril. This 
flap can be cut pointing outward toward the ver- 
milion, if desired, and when rotated into the nostril it 
will tend to rotate the ala with it. 

The results in 32 patients have been analyzed. One 
patient had an identical twin sister who had no cleft 
lip, thus providing an “ideal” model for comparison. 
Measurements on lateral head roentgenograms of 12 
patients operated on by this triangular flap method 
were compared with similar measurements taken of 
11 patients treated by the Brown-McDowell modifica- 
tion of the Mirault flap and of 27 patients who did not 
have clefts of the lip. 

—John 7. Ballenger, M.D. 


Malignant Disease of the Salivary Glands. Franx D. 
Laturop. Surg. Clin. N. America, 1959, 39: 605. 


THIS REPORT reviews a series of 101 patients treated 
for malignant disease of the salivary glands. The 
malignant lesion was in the parotid glands in 78 in- 
stances; 16 occurred in the submaxillary glands; and 
2 in the sublingual glands. The remaining 5 lesions 
were in accessory salivary gland tissue located in the 
lip, cheek, tongue, or hard palate. 

The variety of pathologic diagnoses made in this 
group of patients have been divided into eight groups 
as follows: 


Pathologic group No. Alive Dead 
Adenocarcinoma oo 06S 18 
Malignant mixed tumor 11 8 ks 
Epidermoid carcinoma 10 > 
Mucoepidermoid carcinoma 6 6 = 
Sarcoma 6 5 1 
Undifferentiated carcinoma 2 1 1 
Malignant lymphoma ‘ > 2 
Metastatic renal cell 

carcinoma 1 1 = 


Thirty of the 101 patients died of the neoplastic 
disease for which they were treated; 56 are living and 
free from neoplasm; 4 are alive with persistent or 
metastatic disease; and the remaining 11 have died 
of other disease without evidence of recurrent or 
persistent neoplasm. Malignant disease of the sub- 
maxillary gland carried a higher death rate than that 
of the parotid, sublingual, or accessory salivary gland. 
All of those patients having malignant lesions of the 
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accessory salivary glands are alive and free from neo- 
plastic disease. Removal of the metastatic tumor and 
the malignant lymphoma group from the series did 
not improve the over-all results. 

Seventy-one patients were available for analysis of 
5-year results. Forty of these patients were alive after 
5 years and without evidence of malignant disease; 
6 were alive but had a neoplasm; 20 had died of their 
malignant disease; and 5 had died of other diseases. 
The 5-year survival rate was 65 per cent. 

Only 32 patients were available for analysis of 10- 
year results; 15 of these were alive and gave no evi- 
dence of malignant disease; 2 were alive but had a 
neoplasm; 12 had died from their disease; and 2 had 
died from other diseases. The 10-year survival rate 
was 53 per cent. 

Primary treatment was given to 58 patients. The 
remaining 43 had recurrent malignant lesions, having 
had their primary care elsewhere. Malignant disease 
recurred in 16 (26 per cent) of the primary group 
and in 16 (37 per cent) of the recurrent group. The 
author believes that this supports the opinion that 
the first chance to treat a malignant disease gives the 
best opportunity for cure. 

Surgical excision was the principal method of 
treatment in this group of patients. The survival rate 
for the patients with primary neoplastic disease was 
50 per cent; that for those with recurrent malignant 
neoplasm was 36 per cent. Surgical excision and 
roentgen therapy was used in 46 patients. Twenty- 
five are alive, 3 with neoplastic disease. Twenty-one 
are dead, 17 of malignant neoplasm, and 4 of other 
causes. These findings suggest that results may be a 
little better with this combination of treatment. 
Roentgen therapy alone was used in only 7 patients. 

— Donald C. Geist, M.D. 


Removal of Submaxillary Gland Sialoliths by Intra- 
oral Incision wih Menvasdion. Maurice J. 
OrinceEr, J. Oral Surg., 1959, 17: 17. 


SURGICAL REMOVAL of the submaxillary gland through 
an external incision has been the treatment of choice 
for submaxillary sialolithiasis. The author claims 
that this procedure is a radical sacrifice of a useful 
structure and is attended by considerable danger of 
injury to the lingual, facial, and hypoglossal nerves 
and other important structures. Sialadenectomy is the 
only effective treatment for a gland heavily studded 
with deposits; but the author believes that when these 
calcareous deposits are few and localized to one area, 
their removal by curettage through an intraoral elec- 
trosurgical incision is a more conservative, equally 
effective, and less hazardous procedure. 

The operation is carried out under local anes- 
thesia, the site of the calculi being delineated by roent- 
genograms and by probing of Wharton’s duct until 
contact with the stone is recognized. An incision is 
then made down to the tip of the probe and the cal- 
culi removed with a curette. The author emphasizes 
that the use of the probe permits exact placement of 
the incision and assures immunity from accidental 
injury to the lingual nerve. 

Details are given of 2 clinical cases in which stones 
were removed by this means from the portion of the 
gland lying nearest the oral cavity; one patient was 
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traced for 3 months and the other for 6 days after 
operation and both recovered satisfactorily. 
— John R. Lindsay, M.D. 


PHARYNX 


Primary Quinsy Tonsillectomy. G. H. BATEMAN and 
J. Kopicex. Ann. Otol. Rhinol., 1959, 68: 315. 


THE AUTHORS advocate “primary abscess tonsillec- 
tomy” for the treatment of acute peritonsillar abscess 
and have reported 120 such operations between 
December, 1949 and February, 1958. They believe 
that only 41 per cent could have been treated with 
certainty by incision of the abscess alone. 

Abscess tonsillectomy, they believe, has the advan- 
tages of being a “one-stage curative procedure.” It is 
technically easy to perform and is followed by a rela- 
tively painless and uncomplicated convalescence. The 
presence of complications is regarded as an urgent 
indication for abscess tonsillectomy, which provides 
for simultaneous drainage of the quinsy and all of its 
extensions. Its performance in the earlier stages of 
peritonsillar abscess effectively prevents any extension 
or reactivation of the infection. Immediate tonsillec- 
tomy has proved to be a safe and reliable method of 
treating peritonsillar abscess as well as most econom- 
ical of the patient’s and the hospital’s time. The one 
essential — to this operation is the availability 
of assistance from a highly skilled anesthetist. Without 
this, the operation should not be attempted. 

The operation is performed under general anesthe- 
sia, preferably of the inhalation type, and an endo- 
tracheal tube is used. One hour before operation 
penicillin is administered by injection and is repeated 
daily for 5 days postoperatively. Omnopon and scopol- 
amine are used preoperatively. The operation itself 
is carried out in the same way as an interval tonsillec- 
tomy. No postoperative chest complications were 
encountered in any of the cases. There was no case of 
septicemia. —john 7. Ballenger, M.D. 


Diverticula of the Pharynx. C. P. Wison. 7. R. Coll. 
Surgeons Edinburgh, 1959, 4: 236. 


DIVERTICULA OF THE PHARYNX are classified into three 
groups: (1) natural or normal diverticula, (2) di- 
verticula associated with developmentul abnormal- 
ities, and (3) traumatic diverticula. 

1. The natural or normal diverticula include the 
lateral recesses of the nasopharynx, the Eustachian 
tubes and middle ear clefts, the intratonsillar fossae, 
and the valleculae of the tongue. The larynx, trachea, 
and bronchi might also be included in this group. 

2. Diverticula associated with developmental ab- 
normalities may be either median or lateral. The 
median are Rathke’s pouch and the thyroglossal cyst. 
The lateral are: (a) the tubotympanic recess, which 
arises from the dorsal end of the first and second 
embryonic pharyngeal pouch and persists as a slit 
below and behind the Eustachian tube; this is a rare 
diverticulum. The author reports one case found 
while exploring the nasopharynx for the primary site 
of a malignant mass in the neck. (b) The tonsillar 
diverticulum arising from the ventral end of the 
second pharyngeal pouch with its opening just be- 
hind the tonsil or just above the soft palate; this is a 
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rare diverticulum. The author reports 2 cases. (c) The 
diverticulum associated with the third pharyngeal 
pouch and with the persistence of a thymic duct. The 
mouth of the diverticulum is in the upper part of the 
pyriform fossa. The cystic dilatation may appear as 
a swelling in the region of the thyrohyoid membrane 
deep to the lateral border of the thyrohyoid muscle; 
this is a most uncommon diverticulum. 

3. Traumatic diverticula are associated with in- 
creased intrapharyngeal pressure. The author notes 
the unusual occurrence of diverticula arising from 
the lateral part of the vallecula of the tongue pro- 
duced by digital trauma to the vallecula in a child 
with the object of secreting coins or jewelry. 

All other diverticula of traumatic origin are asso- 
ciated with increased pharyngeal air pressure and 
occur as the result of the stretching of relatively weak 
parts of either the lateral or posterior wall of the 
pharynx, thus giving rise to either lateral or posterior 
diverticula. 

The lateral diverticula arise in the weak areas im- 
mediately above or below the middle constrictor of 
the pharynx. These are true pharyngoceles and are 
seen in glass blowers and musicians who play instru- 
ments such as the trumpet. 

The posterior diverticula consist of two weak areas 
on the posterior wall of the pharynx above and below 
the cricopharyngeus muscle. The lower area is in the 
region where the longitudinal muscles of the esopha- 
gus deviate to attain attachment anteriorly to the 
cricoid cartilage. This is called the Lainer-Hacker- 
man point. There are no authentic cases of diverticula 
arising in this region. Above the cricopharyngeus 
there is a definite triangular area of weakness where 
the muscle fibers of the oblique portion of the inferior 
constrictor tend to deviate from the transverse fibers 
which form the cricopharyngeus. This is called the 
Killian dehiscence. The actual triangle does not exist 
in the normal person. This is the site of the common 
pharyngeal diverticulum. 

Symptoms produced by a posterior diverticulum 
pouch are: audible gurgling on swallowing, the re- 
turn of undigested food after a meal, occasional cough 
from overflow into the larynx, and dysphagia. The 
diagnosis is made from the history and is confirmed 
by roentgenographic examination. Treatment should 
be surgical removal of the diverticulum. 

In the author’s opinion, the simple midline division 
of the “party” wall between the esophagus and the 
sac, as suggested by Mosher in 1917 and perfected by 
Dohlman in 1949, should be limited to patients un- 
able to undergo the surgical removal of the diverticu- 
lum. The author gives a detailed description of a 
classical operation for the removal of the diverticu- 
lum and points out that major difficulty is encoun- 
tered when the surgeon attempts to remove the 
pouch and suture the pharyngeal wall. It is impossi- 
ble to displace the lateral lobe of the thyroid gland 
adequately and rotate the trachea and esophagus to 
give free access to the neck of the sac. It is not un- 
common, under these circumstances, for a large cuff 
of mucosa to be left behind which may produce a 
recurrence. This difficulty can be overcome by ro- 
tation of the thyroid cartilage which in turn will 
rotate the cricoid, trachea, and esophagus without 





endangering the recurrent laryngeal nerve. The 
author has modified the classical procedure in the 
following way. 

It is not necessary to approach the sac from the 
left side. The incision is a collar incision made at a 
higher level than the classical incision. The sterno- 
cleidomastoid is retracted and the anterior belly of 
the omohyoid muscle is identified and divided at its 
tendon. The superior thyroid vessels and their branch- 
es are divided and tied. The upper pole of the lateral 
lobe of the thyroid gland is freed from above and 
displaced forward and downward. The ala of the 
thyroid cartilage can be felt throughout its extent, 
covered posteriorly by the inferior constrictor. By 
tracing this muscle downward one comes directly on 
the lateral margin of the sac. The pharyngeal fascia 
covering the sac is divided with scissors, and part of 
the previously inserted packing is withdrawn by the 
anesthetist. The withdrawal of the packing makes 
identification certain. The sac is then gently sepa- 
rated from within its fascial sheath by blunt dissection. 

The thyroid cartilage is rotated through 90 degrees 
so that the posterior aspect of the inferior constrictor 
muscles presents to the operator. The pharyngeal 
fascia is split upwards over the neck of the sac, ex- 
posing the muscle fibers of the inferior constrictor. 
The attenuated muscle fibers covering the upper part 
of the sac are continuous with the lower fibers of the 
constrictor and are separated from the sac by blunt 
dissection until the neck is identified. The crico- 
pharyngeus muscle is identified as it forms the lower 
anterior border of the neck of the sac and the posterior- 
inferior border of the opening of the esophagus. The 
recurrent nerve does not have to be identified. It is 
separated from the sac by the cricopharyngeus and 
the whole thickness of the gullet. The neck of the sac 
is tied with two turns of 00 chromic catgut. It is 
transfixed on the sac side and tied again and the sac 
is removed by cutting between the ties. The lower 
borders of the inferior constrictor muscles are care- 
fully sutured together and the lowest are stitched, in- 
cluding the upper fibers of the cricopharyngeus, thus 
obliterating the weak area. The cricopharyngeus is 
not cut. 

The author does not favor the use of a nasal tube 
for feeding afterward; the patient is allowed to swal- 
low a soft diet which is washed down with a warm 
drink. The soft diet is continued for 10 to 14 days, 
after which a barium swallow is performed. The 
patient is permitted to go home at the end of 2 weeks. 

— John F. Daly, M.D. 


NECK 


Laryngofissure, Indications and Leryn Joun C, 
Liture and Kennetu D. Devine. Arch. Otolar., Chic., 
1959, 69: 589. 


CriTeriA for laryngofissure in carcinoma of the 
larynx are that the lesion be confined to one vocal 
cord, that it not extend across the anterior com- 
missure or posterior to the vocal process, and that 
the vocal cord not be fixed. 

This operation is utilized in the treatment of benign 
conditions of the larynx not amenable to transoral 
procedures, in conjunction with arytenoidectomy for 
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fixation of both vocal cords, and in cases of especially 
obscure lesions and conditions. 

In the prebiopsy discussion the patient is told of the 
procedure to be followed if the findings are positive, 
so that one visit to the operating room suffices. 

Before laryngofissure, tracheotomy is performed 
under local anesthesia. Under general anesthesia a 
tight connection with the gas machine is demon- 
strated. Then the incision is extended in the midline 
to the hyoid bone, going no deeper than through the 
perichondrium, of the thyroid cartilage. The larynx 
is opened by incision of the cricothyroid membrane 
and then of the internal perichondrium in its midline 
and of the mucous membrane of the larynx. Injection 
of local anesthetic along the internal perichondrium 
of the involved side reduces bleeding. 

Vertical incisions are made below the true cord and 
above the false, and carried to the cartilage. The 
resulting wedge is excised en bloc, and the pathologist 
checks its edges. 

Bleeding is controlled by ligation and electro- 
coagulation. Catgut sutures approximate the fascia, 
and silk the cutaneous edges. Sutures are not placed 
in cartilage or perichondrium, and closure is not 
made tight around the tracheotomy tube. 

Postoperatively a steamer and suction apparatus are 
ready, and the tracheotomy tube is aspirated hourly 
for 24 hours. On the first postoperative day, the 
patient gets out of bed and takes sips of fluid. He 
receives an antibiotic until dismissed from the hospital 
after 5 to 7 days. 

The patient is told to expect some weakness of voice 
and warned that periodic checkups are indispensable. 


Cancer of the Epiglottis. H. J. SHaw and S. S. Epstem. 
Cancer, 1959, 12: 246. 


CANCER OF THE EPIGLOTTIs and other laryngeal sites is 
predominately a disease of males and most frequently 
arises from the laryngeal surface of the fixed or lower 
part of the epiglottis. From here direct spread to the 
pre-epiglottic space may take place very rapidly, thus 
facilitating the extension of disease to both sides of the 
neck. Due to late onset of symptoms, the anatomic 
location of the tumors, and the rich lymphatic drain- 
age successful treatment has always proved difficult. 

In the reported series primary treatment has been 
by external radiation. In view of the greatly increased 
safety of modern surgical techniques, it is considered 
that in the majority of cases nothing less than total 
laryngectomy combined with bilateral neck dissection 
is likely to offer these individuals a better chance of 
cure. Such a program, it is reported, is already show- 
ing improved results in cancer at other sites in the 
extrinsic larynx and laryngopharynx. 

—W. Foster Montgomery, M.D. 


A Case of Sarcoma Probably Arising from the Thy- 
roid. (Text in Greek). N. Gzorciapis and G. SCALEAS. 
Acta chir. hellén., 1959, 6: 71. 


THE PATIENT was a 54 year old male with a huge, 
firm, and irregular swelling over the left anterolat- 
eral region of the neck of only 60 days’ duration. His 
past history included left partial thyroidectomy in 
1938 followed by roentgen therapy for an unspecified 
goiter. The present swelling was causing difficulty in 
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swallowing and breathing, as well as pain over the 
left side of the neck and along the left arm. There was 
no retention of radioactive iodine over the left side of 
the neck on examination. The sedimentation rate was 
increased and the basal metabolic rate was plus 8. 
The patient underwent total thyroidectomy and dis- 
section of the lymph nodes on the left side of the neck. 
The specimen removed at operation weighed 660 
grams and histologic examination revealed masses of 
sarcomatous spindle cells with minimal thyroid tissue 
left intact between them. All the lymph nodes were 
involved. The patient did well in the immediate post- 
operative period but extensive bilateral pulmonary 
metastases developed about 34 days after operation 
and the patient died 3 days later. The authors em- 
phasize the difficulty in determining the origin of 
huge neck tumors. = —Michael G. Seremetis, M.D. 


On Sarcoma of the Thyroid, with a Case Report (Sul 
sarcoma della tiroide, con contributo casistico). 
Pretro Panuccio., Arch. ital. pat. Clin. Tumori, 1959, 3: 
180. 


THE AUTHOR reviews the classification of primary 
malignant mesenchymal tumors of the thyroid gland, 
which show a predilection for the female sex, and an 
aspect, consistency, and color varying with the his- 
tologic features. The tumors are most frequently duro- 
elastic or ligneous, plurinodular, infiltrating, rarely 
encapsulated, and easily mistaken for adenomatous 
nodules. The color may vary from grayish-white to 
grayish-pink. Metastases spread via the blood stream 
to the parenchymatous organs, particularly the liver 
and spleen, in contrast to carcinoma which usually 
metastasizes to the lungs. Hemangioendothelioma of 
the thyroid is usually mononodular but associated 
with multiple adenomatous nodules. The consistency 
is duroelastic at the periphery, varying at the center. 
The color also varies because of the general hemor- 
rhagic character of the tumor. The characteristics of 
angioblastic and hemorrhagic tissue are conserved in 
the metastases. The sites most frequently affected by 
metastases in the order of frequency are: the lungs, 
the pleura, the brain, the cervical, tracheobronchial 
and mediastinal lymph glands, and the liver. 

A case is reported of a primary mesenchymal tumor 
of the thyroid gland in a 42 year old woman who had 
suffered from cystic goiter for 16 years. The goiter 
made its appearance during the first of her 5 preg- 
nancies. A partial hemithyroidectomy was performed 
with removal of some lymphatic glands in the right 
cervicolateral region. The patient was discharged 20 
days after the operation. Macroscopic and micro- 
scopic aspects of the specimen are described in detail, 
the tumor being classified as a mesenchymal tumor or 
fibrosarcoma. 

In contradistinction to the anaplastic and meta- 
plastic theory of thyroid epithelium, the case reported 
had two important determining factors: (1) the 
presence of transitional cell forms with mesenchymal 
histoid elements transformed into fibroblastic dif- 
ferentiated connective tissue resulted in nuclear 
atypia and (2) the nonparticipation in the neoplastic 
process of the epithelial thyroid elements, in which the 
primary colloid goiter existed and which were in the 
process of involution. 
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The various theories concerning the histogenetic 
derivation of primary mesenchymal tumors of the 
thyroid are reviewed (Brancati, Mollow, Winship, 
and Greene). In the author’s case, it was impossible 
to definitely determine the mesenchymal element 
responsible. Nevertheless, the undifferentiated mesen- 
chymal elements in the blastoma suggest the possible 
interpretation of the presence of dysontogenetic 
mesenchymal blastomeres in the thyroid. Following 
an oncotic proliferative stimulus, the mesenchymal 
blastomeres proliferated, differentiating in a fibro- 
blastic direction. The prognosis of sarcoma of the 
thyroid is invariably fatal. Treatment consists in 
radical removal of the tumor followed by irradiation. 

—Edith Schanche Moore. 


The Place of Radical Neck Surgery in Thyroid 
Carcinoma. Metvin A. Biock, J. MARTIN MILLER, 
and Brock E. Brusn. Arch. Surg., 1959, 78: 706. 


THE AUTHORS made a study of 132 cases of carcino- 
ma of the thyroid in an attempt to delineate the place 
of radical surgery of the neck in treatment. Much of 
the data is presented in tabular form. Neck dissection 
was carried out in 59 patients, in 24 of thi: group at 
the time of surgery or shortly thereafter. The patients 
were not grouped according to histologic categories 
because the authors believe that the clinical evidence 
of extent of the disease is more important. 

Nodes were not palpable in 26 of the 59 neck dis- 
sections. Thirty-one per cent of the 26 patients were 
found to have node metastases. In those who had 
palpable cervical nodes 94 per cent were proved to 
have metastases to the nodes. Nearly 60 per cent of 
the patients with palpable positive nodes had this as 
their initial symptom. 

Nineteen patients with cervical adenopathy were 
treated for cure. Ten of these had radical neck sur- 
gery, 9 did not. Of the former group none had evi- 
dence of local or distant disease in 3 years. In 4 of the 
latter group, cervical metastases developed, and 1 
died with distant metastases. 

There were 59 patients without cervical adenopathy 
who had surgery for cure and were followed up for 3 
years. Ten per cent (6) of this group had cervical node 
metastases which in 4 became obvious after definitive 
surgery on the thyroid gland but not neck dissection. 

Total lobectomy is suggested as the minimal defini- 
tive surgical treatment. The authors believe that neck 
dissection is indicated in patients who have a palpable 
cervical lymphadenopathy. Ten per cent of the group 
without palpable nodes will have difficulty with cer- 
vical nodes metastases, and possibly 1 or 2 per cent 
of this group will die of thyroid carcinoma if lobec- 
tomy only is performed. 

No clear cut course can be delineated for the treat- 
ment of patients without cervical lymphadenopathy. 
Such factors as patient attitude, age, physical condi- 
tion, and availability for close follow-up should be 
considered. The over-all frequency in neck node 
metastases in this series was 67 per cent. The authors 
have tended toward a more radical approach to can- 
cer of the thyroid in recent years. 

The technique of radical neck dissection is fre- 
quently modified by leaving the sternocleidomastoid 
muscle and not disturbing the submaxillary region. 
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Lymph node dissection is believed to be adequate 
with these modifications. The removal of nodes adja- 
cent to the thyroid gland is stressed. 

The conclusion arrived at is that adequate radical 
removal of the local lesion with neck dissection is the 
treatment of choice in certain cases. 

—R. L. Lawton, M.D. 


An Evaluation of Radical “In-Continuity” Resection 
in Cancer of the Head and Neck. G. Davin Kino. 
Surg. Clin. N. America, 1959, 39: 655. 


THE use of “in-continuity”’ resection in the treatment 
of head and neck cancer has been relatively recent. 
Such resection refers to the removal of the primary 
lesion together with all homolateral and, in some 
cases, contralateral cervical lymph nodes, all soft tis- 
sue between the nodes and the primary lesion and, if 
necessary, bone and skin. A group of 55 consecutive 
patients treated from 1949 to 1953 by in-continuity 
resection or a series of “discontinuous” operations has 
been analyzed to determine any difference in rate of 
cure as compared to a series treated by the discontinu- 
ous operations. The patients were classified according 
to the site of the primary lesion. These were divided 
into larynx, lip, tongue, general oral area, and mis- 
cellaneous groups. 

A total of 61 operations were performed on 55 pa- 


tients. Of these, 33 were treated by in-continuity re- 
section and 28 by a series of discontinuous operations, 
Control rates were approximately the same for both 
groups. There were 4 deaths in the in-continuity 
series, a mortality of 12 per cent. The author believed 
that results were better with this method in those pa- 
tients with cancer of the larynx and the oral cavity. 
In the lesions of the tongue there was a question as to 
the method’s superiority. The author does not believe 
that the in-continuity resection should be used rou- 
tinely and advises against its use as a palliative 
procedure. —Donald C. Geist, M.D. 


Shoulder Disability Following Radical Neck Dis- 
section. BELA SzunroGu. Am. Surgeon, 1959, 25: 194, 


A RADICAL NECK DISSECTION with excision of the spinal 
accessory nerve frequently results in permanent 
shoulder disability. Six such cases are reported dem- 
onstrating the permanent shoulder disability caused 
by trapezius palsy, muscle imbalance, and frozen 
shoulder. The range of motion and strength of the arm 
are decreased, and the shoulder is commonly painful. 
Pain was the most important disabling factor among 
the patients. Sedatives, analgesics, local application of 
heat, shoulder exercises, and elevation of the arm ina 
sling have offered temporary relief. 
—-W. Foster Montgomery, M.D. 





SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Dynamic Encephalography. Enuvarpo C. Patma. 
Am, F. Roentg., 1959, 81: 992. 


THE AUTHOR describes the performance of pneumo- 
encephalography by the cisternal route and has used 
it since 1948 in cases of increased intracranial pres- 
sure. The cisternal puncture is used to estimate the size 
of the great cistern which is decreased in cases of in- 
creased intracranial pressure. When the pressure is 
high and the cistern is small, ventriculography is 
used. Otherwise, the air is introduced through the 
cistern. 

The author describes and illustrates his technique 
of dynamic encephalography which he has used since 
1953. A high cisternal puncture is made and, after 
measurement of the pressure, oxygen is introduced 
rapidly in volumes of 8 to 20 c.c. After the rapid in- 
jection and exposure of the film the syringe is re- 
moved, leaving the needle to permit escape of oxygen 
or cerebrospinal fluid and thus relieving the increased 
pressure promptly. The injection is then repeated for 
varying positions. 

The technique has been used in 170 patients with 
one fatality. Other complications have included head- 
ache, tachycardia, nausea, and vomiting. The in- 
crease in intracranial pressure is only transient, and 
the cerebellar tonsils are supported by the column of 
fluid lying below the site of the needle. These prin- 
ciples apparently provide the protection from com- 
plications in the cases of increased pressure. The au- 
thor believes that there are fewer complications than 
are encountered during encephalography by the 
lumbar route. — W. Eugene Stern, M.D. 


Controlled Fractional Pneumoencephalography. Ros- 
ERT SHAPIRO and FRANKLIN Rosinson. Radiology, 
1959, 72: 651. 


THE AUTHORS review the methods for performing 
cranial air studies. They comment considerably on the 
lack of standard techniques for encephalography. It is 
their belief that a large portion of the failure in secur- 
ing good studies is a failure in technique. They em- 
phasize the importance of the position of the head as 
the air column is rising in the posterior fossa, in order 
to ensure that the air enters into the ventricular sys- 
tem. They emphasize that the anterior flexion of the 
head is of utmost importance. Of secondary import- 
ance is having the ventricular system relatively full of 
fluid as the air is going in, because the air enters the 
system more easily when it is moderately distended 
rather than collapsed. 

The remainder of the article is an excellent review 
of the anatomy of the encephalogram with particular 
reference to the subarachnoid cisterns. In the authors’ 
hands pneumoencephalography fails in only 5 to 10 
per cent of cases and it is only in these that they per- 
form ventriculography. The article has many excel- 
lent pictures and is a classic for review of normal 
anatomy. —Frank R. Hendrickson, M.D. 


The Change in Vascular Resistance of the Dog’s 
Brain on Perfusion with Cold Blood and the Modi- 
fying Effect of Co; and Trimetaphancamphorsul- 

honate (Arfonad). Ivar Lunp, KjELL JOHANSEN, 
OHN Kroc, and STEFFEN BIRKELAND. Acta anaesth. 
scand., 1958, 2: 149. 


GENERAL HYPOTHERMIA to about 28 degrees C. or be- 
low may produce fatal ventricular fibrillation. If only 
the brain is cooled, a relative protection of this organ 
against anoxemia might be obtained with less risk of 
cardiac complications. The degree of metabolic de- 
rangement inherent in hypothermia might be less 
pronounced with local cooling of the brain than with 
general cooling. 

The authors carried out isolated cooling of the 
brain in a series of 35 dogs by perfusing one common 
carotid artery in the neck with cool blood by way of 
an extracorporal circuit. Speed of pumping and 
temperature of the blood could be altered at will. In 
some animals the carotid sinus was denervated on the 
side utilized. Brain vessels were inspected by sub- 
parietal craniotomy on the side of the perfusion and 
occasionally bilaterally. Brain temperature was re- 
corded continuously by means of needle thermo- 
couples inserted into the brain. 

It was found that in perfusing brain of normal 
temperature with cold blood an initial vasoconstric- 
tion invariably took place, reducing the blood supply 
of the brain and slowing the rate of cooling. To avoid 
this, two vasodilating agents were tested: carbon 
dioxide and infusions of arfonad. The vascular 
response to cooling or warming varied considerably 
from animal to animal. In order to achieve ample 
cooling of the brain, the perfusion pressure had to be 
kept higher than the systemic blood pressure. The 
entire brain could easily be cooled by perfusing one 
common carotid artery. The brain temperature on 
the nonperfused side was usually 1 to 3 degrees higher 


‘than on the perfused side during cooling. Posterior 
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fossa studies were not done. 

It was noted, as the perfusion was continued, that 
the initial increase in resistance ordinarily gave way 
when brain temperatures reached 30 degrees C. Con- 
siderable fluctuation in the resistance and perfusion 
pressure was observed, but a general decrease took 
place as the temperature fell. The systemic pressure, 
on the other hand, dropped more slowly during the 
cooling period. On rewarming, both perfusion pres- 
sure and systemic blood pressure tended to regain 
precooling level. A high and sustained perfusion re- 
sistance seemed to be typical of a moderate degree of 
cooling. The effect of CO, inhalation was an obvious 
vasodilatation and decreased resistance. This drug 
counteracted the initial vasoconstriction and facili- 
tated cooling. Systemic blood pressure was not ap- 
preciably lowered by the small doses of arfonad used 
to accomplish this. 

The authors believe that CO, would not be an ideal 
vasodilator because of its undesirable side effects. 
Their experiences with arfonad lead them to assume 
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that it would be useful in counteracting the transitory 
period of anoxia which is likely to appear before the 
brain has reached a sufficiently low temperature dur- 
ing the application of hyperthermia. 

The authors carefully point out the tentative nature 
of their conclusions, because of the multiple variables, 
and the complexity of the problems, involved in the 
cooling. — Edward B. Schlesinger, M.D. 


Peripheral Facial Palsies Due to Tumors. Karsten 
Ketrtet. Arch. Otolar., Chic., 1959, 69: 276. 


IN A VERY COMPLETE WORK on the subject of the varied 
manifestations of tumors causing peripheral facial 
palsies, the author in introductory paragraphs sum- 
marizes the origins of this condition as based either 
upon neoplasms arising from the facial nerve, from 
the acoustic nerve, or from any of the numerous tis- 
sues surrounding the facial nerve’s peripheral extent. 
Neurinomas, the neurofibromas of von Reckling- 
hausen, the plexiform neurofibromas, and the various 
sarcomas are listed as the pathologic entities that are 
related to this syndrome. Classification according to 
the site consists of separation of the lesions into intra- 
cranial, intratemporal, and extratemporal tumors. In 
the first group, the acoustic neurinomas are mentioned 
as a common cause of facial weakness, although it 
may occur late in the course of the disease, for these 
lesions often result in multiple cranial nerve defects. 
Epidermoid tumors are also discussed in the intra- 
cranial group and reports of cholesteatoma causing 
facial palsy are mentioned. 

In the intratemporal group, tumors of the facial 
nerve are described, and 29 previously reported cases 
of neurinomas in this location plus 3 unpublished ones 
are discussed in detail. These lesions can be easily 
grouped into two anatomical types, the vertical and the 
horizontal portions of the facial nerve, which serve as 
the landmarks for classification. The majority of the 
lesions were in the vertical segment and were of three 
varieties: (1) those restricted to the mastoid process, 
(2) lesions of the mastoid process that also appeared 
in the external acoustic meatus, and (3) tumors that 
invaded the middle and internal ear and the cranial 
fossae. In the group involving the horizontal segment, 
as opposed to the vertical, there is early extension of 
the tumor within the tympanic cavity causing bulging 
of the drum. Case reports are outlined showing the 
various clinical manifestations of the latter group. 

Next, the author discusses the clinical manifesta- 
tions of the tumors of both the vertical and horizontal 
segment and concludes that, contrary to Altmann’s 
opinion, the lesions of the vertical segment seldom 
result in a very definite or easily recognizable entity. 
Differential diagnoses are discussed in some detail and 
early biopsy is stressed. Prognosis for life is found to 
be good, but for future function of the facial nerves, 
extremely poor. 

Surgical therapy is mentioned as the only choice 
for treatment and the importance of anastomosis of 
the facial nerve fibers after resection is mentioned. 
Nerve grafting is thought to be frequently applicable 
here. Finally, tumors of the extratemporal portion are 
briefly discussed and lesions, both of the nerve and of 
the surrounding tissues, are outlined. In these cases, 
it is also believed that repair of the facial nerves should 


be carried out unless the malignant nature of the 
neoplasm rules against this attempt at immediate 
reconstruction. — William R. Nelson, M.D. 


Residual Neurohypophysial Function in Hypophy- 
sectomized Man. Jone F. Dinoman, Asmaaer re 
JessimaAN, Rene H. Despointes, Wituiam G. Ham- 
MOND, and Others. WV. England 7. M., 1959, 260: 997, 


THE POSTOPERATIVE COURSE after total hypophysec- 
tomy is often complicated by diabetes insipidus and 
disturbances of: water and electrolyte metabolism. 
This study was planned to determine the pathogenesis 
of diabetes insipidus and the possible means of its pre- 
vention. The series consisted of 17 patients operated 
upon by the transfrontal approach and all charac- 
terized by metastatic carcinoma of the breast. Zen- 
ker’s solution was applied to the sella turcica after 
surgical exenteration. 

Completeness of hypophysectomy was estimated 3 
to 4 weeks postoperatively by measurement of 24- 
hour I'*t uptake, serum protein-bound iodine, urinary 
follicle stimulating hormone, urinary 17-hydroxycor- 
ticoids and .17-ketosteroids, and later confirmed in 
some patients by postmortem examination. Studies of 
neurohypophysial function were performed in 16 
patients at least 3 weeks postoperatively when perma- 
nent postoperative levels of water excretion had be- 
come established. All patients were treated with 
hydrocortisone during and after surgery. Laboratory 
evidence of complete removal of anterior pituitary 
tissue was satisfactory in all but 1 patient. At autopsy 
a small rim of anterior pituitary cells was found 
within the sella turcica. Thyroid function had been 
preserved and there was sufficient loss of gonado- 
trophic and corticotrophic activity to indicate that 
hypophysectomy had been relatively complete. 

Permanent diabetes insipidus developed in the first 
2 patients operated upon, and in these cases the in- 
fundibular stalk had been divided in its midportion, 
the proximal stump cauterized, and a silver clip ap- 
plied. Surgical technique was modified in the remain- 
ing cases so that the stalk was cut close to the dia- 
phragma sellae without cauterization or application 
of clips. Other investigators had reported frequent 
cases of diabetes insipidus after cauterization or appli- 
cation of silver clips to the severed infundibular stalk. 
However, this complication occurred in only 1 of 8 
cases studied by Ikkos et. al. and operated upon by a 
transphenoidal approach with the procedure con- 
fined to the region below the diaphragma sellae. 

The authors conclude from their series that a rela- 
tively high division of the stalk and trauma to the 
proximal portion frequently results in severe diabetes 
insipidus and postulate that it is due to destruction of 
hypothalamic portions of the neurohypophysis or 
interruption of pathways for secretion of antidiuretic 
hormone into the systemic circulation. The:r cases 
characterized by division of the stalk close to the 
diaphragma sellae with gentle handling of the stump 
were so much less often followed by the phenomenon 
of diabetes insipidus that the authors conclude that 
this provides evidence compatible with the theory 
that antidiuretic hormone is produced in hypothal- 
amic neurosecretory cells rather than in the posterior 
lobe of the pituitary body. 





This finding suggests that maintenance of normal 
water balance in many of these patients was probably 
dependent on survival of a sufficient number of 
supraoptic neurons to provide adequate amounts of 
antidiuretic hormone. 

—Edward B. Schlesinger, M.D. 


Severe Head Injury Treated with Hypothermia. 
(Text in Greek). B. Griponissiotis and G, Taurip1s. 
Acta chir. hellén., 1959, 6: 105. 


THE AUTHORS report a case of a 34 year old male who 
sustained a severe head injury in an automobile acci- 
dent. The patient had an extensive comminuted frac- 
ture of the right frontal, parietal, and temporal region 
of the skull with rupture of the dura and loss of brain 
substance. He was in deep coma and had paralysis 
of both lower extremities as well as of the left upper 
extremity. An emergency operation was performed 
which consisted of debridement and cranioplasty to 
cover the gap between the bones, using “‘grelfilm.” 
At the end of the operation the patient’s temperature 
rose to 40 degrees centigrade and hypothermia was 
utilized by means of ice and neuroplegic liquids. The 
temperature was kept at mild hypothermic levels (35 
degrees C.) for a total of 22 days during which time 
the patient’s condition improved very slowly. Later, 
he was able to move all his extremities slowly. Com- 
plete recovery required a long period of time. The 
authors suggest great caution in the use of prolonged 
hypothermia since this procedure may save the pa- 
tient’s life but may leave him crippled. 
— Michael G. Seremetis, M.D. 


Chemopallidectomy. Harotp D. Paxton, Donatp T. 
SmirH, and Rosert S. Dow. Northwest M., 1959, 58: 
370. 


AFTER AN EXCELLENT SHORT REVIEW of the history of 
surgery for Parkinson’s disease, the authors describe 
their own modification for producing a lesion in the 
globus pallidus. They place catheters in the desired 
location and inject procaine and alcohol over a 10 
day to 2 week period. 

In 40 patients so treated, 25 per cent were not 
helped by this therapy. Rigidity and tremor were les- 
sened to various degrees in the remaining patients in 
this group, but posture, salivation, and speech dis- 
turbances were not affected. 


— Joseph Ransohoff, M.D. 


The Problem of the Neurosurgical Treatment of 
Cerebral Metastases, a Survey of 210 Surgical Pa- 
tients. C. Arsenr and M. D. Simtonescu. Bull. Soc. 
internat. chir., 1959, 18: 1. 


THIS ARTICLE FROM BucHaREsT reviews 210 patients 
with either solitary (135) or multiple (50) brain 
metastases verified at operation and 25 nonsurgical 
patients with presumed cerebral metastases. As a pri- 
mary source of malignant lesions, lung and breast led 
the list tn incidence. Total excision of the metastases 
was accomplished with a postoperative mortality of 30 
per cent. The lower percentage of exceptionally long 
survivals is noted. 

When the lesions were solitary, the frontal lobe had 
the highest incidence. There were 53 in the frontal 
lobes, 22 in the temporal lobes, 24 in the parietal 
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lobes, 15 in the occipital lobes, 17 in the cerebellar 
hemispheres, 2 in the vermis, and one each in the pons 
and the pituitary gland. Except in the small percent- 
age of long term survivals, the authors found no dif- 
ference between survival rates of the surgical and the 
nonsurgical patients. 

Contrary to the experience with metastases from 
lung carcinoma, lesions from kidney and breast tend- 
ed to progress more slowly with a longer postoperative 
survival. Operation seems most successful when diag- 
nosis of the primary tumor has been made early and 
the patient is ir a state of health. 

On the other hand, mortality is highest postoper- 
atively among those patients with multiple brain 
metastases and consequent high intracranial pressure. 

—W. Eugene Stern, M.D. 


SPINAL CORD AND ITS COVERINGS 


Surgery in the Treatment of Low Back Pain and 
Sciatica, a Follow-Up Study. Frep C. Reyno ps, A. 
E. McGinnis, and Harry C. Moreoan. 7. Bone Surg., 
1959, 41-A: 223. 


As IS WELL KNOWN, the simple disc problem is not so 
simple. In view of the increasing poor results, the 
authors have analyzed a series of 115 patients operated 
upon for a herniated lumbar disc. The results in a 
study of 415 cases presented in an earlier article from 
the Orthopedic Division, Washington University 
School of Medicine, St. Louis, Missouri, were as 
follows: 82 per cent obtained good results, 6.9 per cent 
fair results, and 11.1 per cent poor results. The present 
study was based on patients operated on only by 
Reynolds and revealed satisfactory results in 77.39 
per cent and unsatisfactory results in 22.61 per cent. 

Many of the well known factors are reaffirmed; 
that is, that patients with an extruded disc and those 
with definite, good, historical and physical findings 
usually obtain better results. Twelve per cent of the 
patients had recurrences. More important, the authors 
think that 28 patients (24.3 per cent) probably should 
not have had an operation performed. 

An interesting finding was that the majority of the 
disc lesions in women were at the fourth lumbar 
interspace whereas in the male there was no such 


predilection. ° — Jack I. Woolf, M.D. 


Some Observations wg pom 905 Patients Operated 


upon for Protruded Lumbar Intervertebral Disc. 
Joun Raar. Am. F. Surg., 1959, 97: 388. 


THE AUTHOR reviews 954 operations for protruded 
lumbar intervertebral discs performed on 905 pa- 
tients. Five and one-half per cent of the patients were 
found to have lesions of the nerve roots other than pro- 
truded lumbar intervertebral discs, such as arach- 
noiditis, cicatrix, or foraminal spurs. In 18.3 per cent 
of the group no diagnosis was established by explora- 
tion. In the remainder of the group single protruded 
discs were found in 74 per cent and multiple discs 
in 2 per cent. 

Distribution of cases revealed an age range from 
11 to 81 years, with 68 per cent of patients between 
the ages of 30 and 50 years. Only 20 per cent of the 
patients were females. Seventy per cent had a defini- 
tive history of back injury. 
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Decrease in the Achilles tendon reflex was found 
more frequently in patients with protruded discs at 
the fifth lumbar to the first sacral intervertebral space, 
whereas decrease in patellar reflex was found more 
often in patients with disease at the third to fourth 
lumbar space. Roentgenographic evidence of narrow- 
ing of the disc space was not reliable as evidence of 
protrusion. Accuracy of both myelographic and clin- 
ical localization was estimated at 82 per cent, being 
simultaneously correct in 72 per cent of cases. Error 
of clinical and myelographic diagnosis was estimated 
at 10 per cent, with simultaneous error in 7 per cent. 

The over-all results of the group were evaluated as 
excellent in 43 per cent, good in 37 per cent, fair in 
14 per cent, and poor in 6 per cent. Patients receiving 
compensation were reported to be less satisfactory as 
a group than were those not receiving a permanent 
partial disability award at the time the condition be- 
came stationary. 

Best results were reported in the group in whom 
protruded disc was removed and no spinal arthrodesis 
was performed. There were no operative deaths. 

— Joseph Ransohoff, M.D. 


PERIPHERAL NERVES 
The Consequences of Injury and Disease of Nervous 


Tissue: Recent Advances in Knowledge. J. G. 
Murray. 7. R. Coll. Surgeons Edinburgh, 1959, 4: 199. 


THE AUTHOR reviews the recent studies concerning the 
problem of injury and repair in the central, periph- 
eral, and sympathetic nervous systems. He is par- 
ticularly concerned with the phenomenon of collateral 
nerve sprouting and presents evidence that recovery 
and the often bizarre physiologic states following in- 
juries in the system may be due to this phenomenon, 
which has only recently been discovered. It differs 
from what is ordinarily termed “regeneration.” Nor- 
mal nerve fibers may be stimulated by a variety of 
factors to give off tiny side branches or sprouts that 
form functional connections with other nerves or end 
organs. These sprouts may be seen in histologic prepa- 
rations and their functional activity be tested by phys- 
iologic tests. This phenomenon was first noted in 
sensory nerves and more recently has been demon- 
strated to occur in muscles incompletely denervated 


of motor supply. In both of these systems, the effec- 
tiveness of sprouting is limited. In contrast, the effi- 
ciency of the autonomic nervous system is enormous. 
In certain instances, it has been shown that in a period 
of 1 to 2 months 10 per cent of the preganglionic 
supply in certain areas can take over normal total 
innervation. 

On the basis of this phenomenon, late failures after 
sympathectomy, causalgia, and bizarre neurologic 
difficulties such as gustatory sweating may be ex- 
plained. The author also discusses the possible use of 
this phenomenon and its control as an important 
avenue of therapy. —Nicholas Wetzel, M.D. 


Involvement of the Ulnar Nerve Due to Rheumatic 
Lesions of the Elbow (Atteinte du nerf cubital au 
cours des lésions rhumatismales du coude). J. Dr- 
BEYRE, S. De Seze, and A. Beau. Ann. chir., 1959, 
13: 245. 


THE AUTHORS report a study of 18 patients with lesions 
of the ulnar nerve at the elbow treated by anterior 
transposition of the nerve. In 14 of the patients so 
treated, the nerve lesion was thought to be secondary 
to arthritic changes in the elbow joint, and the authors 
believe that symptoms of nerve involvement should be 
sought in all patients with arthritis and rheumatism 
of the elbow joints. They do not think that mechanical 
compression of the nerve in these patients is as much 
of a factor as is the inflammatory change in the sur- 
rounding tissues. Thus, the nerve becomes edematous 
and inflamed because of the arthritic disease. 

All 18 patients were operated upon and an anterior 
transposition of the nerve carried out. The result of 
the operation was judged by relief of pain, diminution 
of sensory disturbance, and restoration of motor func- 
tion. Six of the patients achieved very good results 
from their operations, 5 good results, and 1 a bad 
result. Four patients were operated upon too recently 
to judge, and 2 patients were lost to follow-up. Early 
operation is advised, since the best results were ob- 
tained in those patients without muscle atrophy. One 
bad result was thought to be due to poor judgment in 
selection for operation. This patient had few objective 
findings, had been injured at work, and no evidence 
of change was demonstrated by electromyelographic 
studies. —WNicholas Wetzel, M.D. 
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CHEST WALL AND BREAST 


Breast Abscess. Ian C. S. Knicut and BERNARD NOLAN. 

Brit. M. J., 1959, 1: 1224. 

A REviEW of 100 consecutive cases of puerperal breast 
abscess indicates that the condition often has a pro- 
tracted course because of increasing bacterial resist- 
ance to commonly used antibiotics. The causative 
organism, a coagulase-positive Staphylococcus aureus 
in all cases, was resistant to streptomycin in 55 per 
cent, resistant to oxytetracycline in 40 per cent, and 
resistant to chloramphenicol in 1 per cent. 

Incision and drainage were usually carried out 
when the patient was first seen if pus was evident. In 
24 patients a second abscess developed in the same 
breast and in 10 one developed in the opposite breast. 
These subsequent abscesses were related to the re- 
currence of lactation. In addition to incision and 
drainage, antibiotics were discontinued, and lactation 
was suppressed with stilbestrol if milk could be ex- 
pressed. 

The authors consider milk engorgement an impor- 
tant factor in the development of breast infection. The 
incidence of breast infections after hospital deliveries 
was more than double that following home confine- 
ments. —Lockert B. Mason, M.D. 


Prognosis and Treatment of Mammary Dysplasias 
(Pronostic et traitement des dysplasies mammaires). 
B. O. Guirneneuc. Rev. Fr. Gyn. Obst., 1959, 54: 175. 


As A RESULT of propaganda for early diagnosis of 
breast cancer an increasing number of women affected 
with mammary dysplasias have consulted their physi- 
cians. McSwain and Coles substantiated this state- 
ment in 1957 by the following statistics: 
1925-1945, 689 patients observed with 51 per cent 
malignant and 49 per cent benign tumors 
1946-1950, 476 patients observed with 31 per cent 
malignant and 69 per cent benign tumors 
1950-1955, 959 patients observed with 15 per cent 
malignant and 85 per cent benign tumors 
The psychosomatic aspects of mammary dysplasia 
should not be overlooked. It is sometimes extremely 
difficult to select the cases that can be handled by 
simple observation from those that require excision 
biopsy or an even more radical procedure. 
According to Masson, mammary dysplasia cannot 
be described as a clear-cut pathologic entity. Three 
groups, according to gravity, are distinguished: 
_ 1. Mastodynia, characterized by a persistent pain 
in the upper outer quadrant of the breast exacerbated 
in the premenstruum, usually affects women from 20 
to 40 years of age. In this group, palpation reveals a 
firm mass, thicker and more granulated than normal 
breast tissue. No cystic formation is visualized macro- 
scopically. Histologically the lobules appear incom- 
pletely developed and pericanalicular and intralobular 
stroma prevails. 
2. Adenosis or microcystic mastosis (Schimmel- 
busch’s disease) has a somewhat worse prognosis be- 


cause of its potentiality for degeneration. It is de- 
scribed by Hartmann as a greyish white mass, rather 
well delimited though not readily separable from the 
remaining breast tissue. The mass is also often found 
in the upper outer quadrant in a triangular pattern 
(pointing toward the nipple). This finding suggests 
that a whole segment of the breast, corresponding to 
the ramifications of a galactophoric duct, is involved. 
Microscopically, the epithelium covering the cystic 
cavities is either cubic, as in the galactophoric ducts, 
or cylindrical, acidophilic, comparable to the epithe- 
lium of sweat glands. Both types may be found in the 
same specimen. The tendency of the epithelium to 
proliferate is so great that cancerous degeneration is to 
be feared. This lesion develops more frequently in 
nervous hypoglandular women between the ages of 35 
and 45. Both breasts are usually involved and the 
lesion is always located in the upper outer quadrants. 

3. Polymacrocystic disease (Cooper-Reclus) is the 
ultimate type of mammary dysplasia. It develops 
electively during the premenopausal years (40 to 45 
years) and may appear as an isolated cyst or as a 
true polycystic disease which is characterized by 
bilaterality, intracystic epithelial proliferation, and 
the spread of sclerotic connective tissue. 

To what extent are clinical tests reliable for the 
diagnosis of these lesions? In the author’s opinion, 
both roentgenographic and cytologic (Papanicolaou) 
investigations, although most interesting, still require 
highly specialized radiologists or cytologists and thus 
their use is restricted to a few institutions. At the pres- 
ent time, it seems that the most reliable information 
can be obtained by classical frozen section, especially 
since the endocrine aspect of these mastoses often 
casts doubt as to their prognosis. According to Ges- 
chichter and Copeland, the major cause for defective 
development of the mammary lobules as seen in the 
mastodynias is a certain degree of imbalance between 
adequate estrogenic and insufficient luteinic secretions. 
Hyperfolliculinemia, whether absolute or relative, 
would thus be the origin of the mastosis. 

Other investigators do not accept this simple theory 
and contend that carcinomas of the breast should be 
classified into two groups, i.e., one completely unre- 
lated to hormone secretions and the other one closely 
related to secretory imbalance. The “hormonal” group 
would thus respond favorably to ovariectomy, adre- 
nalectomy, and total hypophysectomy whereas the 
other would not. 

Without committing himself to the support of either 
theory, the author believes it likely that in either case 
hyperestrogenemia could result in the development 
of a mastosis with degeneration potential or even in 
the outright development of a primary carcinoma. 
This concept eventually leads to the question of the 
late prognosis of mastoses and their potential can- 
ceration. 

Will excision biopsy or simple eradication of the 
tumor be sufficient? What would be the indication for 
a more radical procedure? 
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1. For simple mastodynia, an essentially minor 
and reversible lesion affecting young women, con- 
servative treatment should suffice when biopsy proves 
to be negative beyond reasonable doubt. 

2. For the polymacrocystic adenosis (Reclus’ 
disease) the problem is quite different, whether or not 
one admits its canceration potential at menopause. 
Therefore, one could accept as a general view that if 
the pacent was less than 40 years of age, wedge re- 
section would be adequate. At a later age, it seems 
that a wider excision would be indicated. Total sub- 
cutaneous mastectomy with preservation of the nipple 
would provide a sound answer to cancer degeneration 
in the more advanced cases. —C. A. Muller, M.D. 


Clinical and Pharmacologic Observations of the 
Effects of 9-a-Bromo-11-8-Ketoprogesterone in Pa- 
tients with Carcinoma of the Breast. U. Jonsson, J. 
Coxtsxy, H. E. Lessner, O. S. Roatu, and Others. 
Cancer, 1959, 12: 509. 


MARKEDLY ALTERING the hormonal environment of 
human mammary cancer by oophorectomy, adrenal- 
ectomy, hypophysectomy, or the administration of 
large doses of estrogen or androgen may produce in- 
hibition of the growth of the tumor and regression of 
tumor masses in some patients. 

The effect of large doses of progesterone was 
studied by Escher. He tested 18 patients with mam- 
mary cancer with 100 to 200 mgm. of progesterone 3 
times a week. Objective evidence of improvement was 
noted in 3 cases. This treatment was not practical, 
because of severe reactions at the injection sites. 

Of the newer effective progestational agents, the 
authors selected 9-a-bromo-11-g-ketoprogesterone 
(BOP) for study. A short resume of the work done on 
these newer compounds is given. All patients were ad- 
mitted to the hospital for control studies prior to 
therapy. The usual laboratory procedures were car- 
ried out, including chest and skeletal roentgenographic 
surveys. The drug was administered by mouth in 
tablets of 50 or 100 mgm. The total daily dose ranged 
from 200 mgm. to 2,400 mgm. 

The effects were classified as objective evidence and 
subjective evidence. Objective evidence consisted of 
(1) progressive reduction in size of superficial tumor 
masses; (2) reduction in size of pulmonary lesions in 
several chest roentgenograms; (3) evidence of recal- 
cification of osteolytic bone lesions; (4) progressive 
reduction of fever; and (5) correction of hypercalcemia 
and hypercalciuria. Evidence of subjective response 
included relief of pain; reduction in narcotic require- 
ments; improvement in appetite and sense of well- 
being; and resumption of productive work. 

The results of treatment of the first 34 patients 
showed subjective and objective improvement in 7. 
In 9 there was subjective improvement only. In 18 
patients there was no evidence of any therapeutic 
effect. All patients who showed improvement were 
less than 55 years of age. The majority of these pa- 
tients had far advanced disease and had received all 
the accepted methods of palliative treatment before 
they entered this study. Two patients who had failed 
to respond to castration and testosterone improved 
when treated with BOP. The duration of the response 
of those patients who showed improvement was only 


1.5 to 5.5 months and usually became apparent 1 to 3 
weeks after the start of therapy. A rather detailed 
description of the 7 cases that showed improvement is 
included. 

The physiologic effects of BOP on the metabolism 
of fluids and electrolytes were similar to those of cer- 
tain adrenocortical hormones. Its effects on fluid re- 
tention and serum sodium, potassium, and calcium 
concentrations are described. Its effects on the various 
blood elements are discussed. In general, the drug was 
well tolerated. 

The authors believe that they have demonstrated 
that BOP has a significant therapeutic activity against 
cancer of the female breast in some instances. Its 
effect is compared to that of testosterone, androgen, 
and estrogen. They believe that further exploration of 
the effect of other drugs with progestational activity is 
indicated. At the present time, this compound can be 
administered safely in doses that the authors have 
utilized with temporary but significant palliative 
effect in some patients. —Alfred H. Noehren, M.D. 


The Incidence of Metastases in Adrenal Glands and 
Ovaries Removed for Carcinoma of the Breast. 
Gerorce Lump and D. H. Mackenzir. Cancer, 1959, 
42: 521. 


THERE ARE few accounts of the frequency of metastases 
to the adrenals and the ovaries from carcinoma of 
the breast and the authors believed it important to re- 
cord the incidence of metastases in a series of 235 
cases of bilateral adrenalectomy and 190 cases of 
ovariectomy. 

Adrenal metastases. The arterial supply of the 
adrenals consists of many very small arteries while the 
venous return consists of only one or two veins. The 
incidence of metastases reported by various observers 
varied from 20 per cent to 49 per cent. The incidence 
of metastases is governed to some extent by the meth- 
od of examination. Unless serial sections are cut from 


each gland, some may fail to show any medullary ° 
tissue, especially when operative removal has been. 
difficult and trauma to the gland has resulted. Sec- 


tions of involved gland are illustrated. 

The normal medulla is made up of irregular poly- 
hedral cells. These sometimes show considerable vari- 
ation in size, shape, and staining properties and may 
resemble a metastatic deposit from a mammary can- 
cer. The site of adrenal metastases was the cortex and 
medulla in 61.2 per cent, the cortex alone in 18.6 per 
cent, and the medulla in 20.1 per cent. 

Ovarian metastases. In autopsy material various 
observers report from 8 to 23.4 per cent of involve- 
ment. In surgical material they report 25 to 43 per 
cent of involvement. In the authors’ series of 190 pa 
tients with carcinoma of the breast, 380 ovaries wer 
examined with an incidence of metastases of 29.4 per 
cent. 

With regard to the mechanism of transference, di- 
rect spread, lymphatic spread, and blood stream in- 
vasion have all been suggested. The authors believe 
that most cases represent invasion via the blood 
stream. There was no convincing case of autocastra- 
tion in the series. 

In summary, the figures reported are very roughly 
comparable to those recorded in contemporary litera- 
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ture, although those for ovarian involvement are 
higher. This is partly due to the fact that autopsy 
observations have not been as accurate as those made 
when a single organ is presented for examination 
after operation. The difficulties of microscopic diag- 
nosis of metastases in the adrenals, particularly when 
the medulla is involved, are stressed. 
—Alfred H. Noehren, M.D. 


Application of the Z-Plasty Principle to Closure of 
Radical Mastectomy Incisions. Emmet L. Rixrorp 
and CuesTteR E. Herron. Ann. Surg., 1959, 149: 440. 


THE BASIC INCISION used by the authors for radical 
mastectomy is elliptical and is placed transversely 
about the breast. An extension is then made from the 
medial third of this elliptical incision superiorly to- 
ward the middle of the clavicle. This divides the 
superior flap into a lateral and a medial portion. Skin 
flaps are then dissected as usual and the axillary dis- 
section and removal of the pectoral muscle and speci- 
men performed. 

After determining the optimum position for the 
flaps a horizontal incision is made passing medially 
from the upper end of the incision that divided the 
superior flap into lateral and medial portions. This 
horizontal incision is the superior limb of the Z and 
results in two flaps which are used to form the final Z- 
plasty. The authors state that at times it may be nec- 
essary to place a Z-plasty in the inferior flap as well as 
the superior flap if a wide excision of skin has been 
performed in a thin individual. 

Good results have been obtained with this incision 
for the past 20 years with no increase in the number of 
skin recurrences or in arm edema. 


— John H. Schneewind, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Arteriovenous Fistula of the Lung. Bitty P. Sammons. 
Radiology, 1959, 72: 710. 


THE AUTHOR PRESENTS brief case histories of three 
young adults with pulmonary arteriovenous fistulas. 
The diagnoses were made in all cases by routine chest 
roentgenograms and confirmed by surgery in 2 patients 
and by angiocardiography in the third. Only 1 of the 
patients had a murmur, and none was cyanotic. 

A spheroid density in the lung with prominent ves- 
sels entering the lesion is the most characteristic 
roentgen picture of pulmonary arteriovenous fistula. 
The lesion may be barely discernible, however, and a 
high index of suspicion is necessary to insure the 
diagnosis of this condition. All suggestive lesions 
should be studied by fluoroscope for pulsations and 
changes in size during the Miiller and Valsala experi- 
ments. Tomography and finally angiocardiography 
are utilized when necessary to make the diagnosis. 
Serial films exposed at 0.5 second intervals are ade- 
quate for angiographic studies. 

The author found that hamartoma was the entity 
most frequently requiring angiocardiography for 
differentiation from arteriovenous fistula. 

The lesion itself most commonly takes the form of a 
thin walled sac usually lying just beneath the visceral 
pleura and may be found in any segment of any lobe. 
Lesions are multiple in 20 per cent of cases. 


- 
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Although the arterial supply and venous drainage 
of the lesions are usually from the vessels of the in- 
volved segment, bizarre variations may occur, and 
the arterial supply may be from systemic vessels. 

—Frank 7. Milloy, M.D. 


The Role of Surgery in the Management of Unilateral 
Pleural Effusion. THomas B. Fercuson and THomas 
H. Burrorp. Ann. Int. M., 1959, 50: 981. 


THE THREE MOST COMMON CAUSES of a persistent uni- 
lateral pleural effusion are tuberculosis, metastatic 
carcinoma, and heart failure. Frequently after an ex- 
tensive medical survey and complete cytologic and 
bacteriologic studies there still remain a number of 
patients for whom a specific diagnosis is lacking. 
Examination of the pleural fluid often fails to give 
the diagnosis, and repeated thoracenteses in such pa- 
tients always carry the risk of initiating empyema; on 
the other hand, if the fluid is not removed for any 
length of time a “captive” lung will develop. 

It has been the belief of the authors that major 
exploratory thoracotomy should be performed on all 
patients in whom the diagnosis cannot be obtained 
by any of the usual methods. They point out that 
representative tissue can be obtained by biopsy, 
that compressed lung can be decorticated, and that, 
if fluid reaccumulation is a problem, a total parietal 
pleurectomy can be performed. Even in the presence 
of a malignant lesion, they believe that marked pallia- 
tion can be achieved by relieving the dyspnea caused 
by fluid accumulation. 

Twenty-one cases of undiagnosed persistent uni- 
lateral pleural effusion were discussed. Only 3 of 
these patients proved to have malignant disease at 
operation. Of the remaining 18 patients, 6 had tuber- 
culous pleuritis and 12 had nonspecific inflammation 
of the pleura. The presence of blood in the effusion 
was of no help in determining whether the origin of 
the disease was neoplastic or inflammatory. 

All patients derived therapeutic benefits from the 
operation. Restoration of lung function was ac- 
complished by decortication, and fluid reaccumula- 
tion was permanently avoided by total parietal 
pleurectomy. Sixteen of the 21 patients were clinically 
well more than 3 years after operation, including 6 
patients with active tuberculosis of the pleura. The 
authors believe that this procedure should become an 
integral part of the management of every patient who 
has a persistent undiagnosed unilateral effusion. 


—Alan Thal, M.D. 


Thoracic Space-Occupying Lesions in Very Young 
Children. Davin Cote. WN. Zealand M. 7., 1959, 58: 
148. 


IN INFANTS, pulmonary displacement and compression 
are most often due to collections of air, pus, tumor 
masses, or abdominal contents within the thorax. If 
a congenital diaphragmatic hernia is small and occurs 
at about the time of birth, postoperative expansion of 
the lung is prompt. On the other hand, if the hernia 
occurs early in fetal life and is large, development of 
the lung is retarded and postoperative expansion is 
more gradual. 

The presence of air within one side of the thorax is 
due to pneumomediastinum and pneumothorax, con- 
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genital lung cysts, congenital lobar emphysema, or 
postinfective cysts or pneumatoceles. Spontaneous 
pneumothorax is rare in the newborn but may be 
produced by excessive attempts at resuscitation with 
oxygen under pressure (in which case it is not spon- 
taneous). 

Solitary or multiple congenital lung cysts produce 
dyspnea if significant amounts of lung tissue are dis- 
placed. Drainage through an indwelling blunt needle 
connected to an underwater seal may be effective in 
relieving symptoms of a tension cyst, but thoracotomy 
with excision of the involved portion of lung is usually 
required. Congenital lobar emphysema is extremely 
rare and never involves the lower lobes. There is 
hypertrophic pulmonary emphysema of the involved 
lobe with compression atelectasis of adjacent lobes. 
The treatment is lobectomy. Postinfective cysts or 
pneumatoceles may occur after staphylococcal pneu- 
monia. Since the cysts usually resolve with medical 
therapy, surgery is necessary only when abnormal 
tension occurs in a cyst. A blunt needle inserted into 
the cyst and connected to an underwater seal usually 
relieves the tension. Only in the unusual circum- 
stances of the failure of other methods is thoracotomy 
necessary. 

Pus within the chest is due to empyema or lung 
abscess. Empyema usually responds to an intercostal 
catheter inserted into the most dependent aspect of 
the cavity and connected to gentle suction. Chronic 
empyema is uncommon with proper treatment of the 
acute phase, but decortication may be occasionally 
necessary to prevent contraction of the chest. Lung 
abscess is rare in the infant and responds to the same 
principles of treatment employed in the adult. 

Thoracic tumors are extremely uncommon in the 
neonatal period. The author reports 2 cases. One 
was a fibrosarcoma of the left lower lobe of a 2 day 
old infant. Lobectomy was performed and the patient 
was well at 2 years. The other was a probable 
fibromyxoliposarcoma removed from the left pleural 
space of an 8 month old child. There was no recur- 
rence in this patient 15 months later. 

—Lockert B. Mason, M.D. 


Study of Surgically Excised Pulmonary Granulomas. 
Epwarp L. SEGAL, Grrer F. Starr, and Lye A. 
WEED. 7. Am. M. Ass., 1959, 170: 515. 


THE CAUSE of the majority of surgically excised pul- 
monary granulomas has not been determined, even 
with extensive bacteriologic studies. A study was un- 
dertaken in an attempt to evaluate the results obtained 
with Gomori’s methenamine-silver nitrate stain 
(GMS) as an aid in determining the cause of these 
granulomas. 

More than half (55.9 per cent) of a series of 138 
surgically excised pulmonary granulomas studied at 
the Mayo Clinic, Rochester, Minnesota, during a 2.5 
year period contained “structures” histologically 
resembling Histoplasma capsulatum or Coccidioides 
immitis when stained by Gomori’s methenamine- 
silver nitrate technique. Extensive efforts to obtain 
growth of fungi from these structures were unsuccess- 
ful. These culturally sterile structures are thought to 
be nonviable fungi that have lost their stainability by 
ordinary staining methods. 


With the GMS stain, fungi can be found in sec. 
tions of tissue more rapidly and under lower magnifi- 
cation than they can by means of other staining 
methods. Fungi can be demonstrated frequently 
with the GMS technique when they cannot be found 
with other staining methods. Staining methods cannot 
replace cultural methods; rather, the two methods are 
supplementary. 


Emergency Pulmonary Resection in Necrotizin 
Pneumonia. THomas H. Hewett, LELAND a 
Birner, and Patrick Moraca. 7. Thorac. Surg., 1959, 
37: 580. 


EMERGENCY PULMONARY RESECTION during the course 
of an acute spreading infection within the lung is 
diametrically opposed to the established concept of 
deferring operation in acute pulmonary disease. 
Experience with acute necrotizing pneumonia of 
staphylococcic origin, which carries a prohibitive 
mortality of 75 to 80 per cent under intense medical 
treatment, stimulated the development of a com- 
bined medical and surgical approach to this disease 
and utilization of emergency excision of diseased 
pulmonary tissue in these acutely ill patients. 

The necessity for drainage of staphylococcic infec- 
tions throughout the body has not been negated by 
the development of antimicrobials. Effective drainage 
does not occur in necrotizing pneumonia for several 
reasons. Normal ciliary reflexes of the bronchial 
mucosa are lost because of widespread destruction in 
the bronchial wall. The gelatinous necrotic debris 
that collects in the bronchi serves as a mechanical 
block. The accompanying toxemia quickly exhausts 
the patient so that cough is ineffective. A vicious cycle 
is thus developed and tissue destruction continues 
unabated. The impaired circulation to the local area 
prevents antibiotics from reaching the infected site. 
The futility of medical treatment in such a situation is 
more apparent when it is realized that in vitro sensi- 
tivity of the staphylococcus to specific antibiotics is 
not proof positive of in vivo response. 

Four patients with necrotizing pneumonia were 
subjected to an emergency pulmonary resection dur- 
ing the acute phase of their disease. There was one 
death. It was the authors’ impression that further 
evaluation of emergency pulmonary resection in acute 
necrotizing pneumonia seemed warranted. 

—Harold L. Method, M.D. 


Chemotherapy for Patients Following Dismissal from 
Tuberculosis Hospitals Throughout the United 
States. Ezra V. Brince and FREpERICK J. AHLFS. 
Dis. Chest., 1959, 35: 378. 


Tus REPORT is based on a questionnaire answered by 
424 hospitals of which 394 reported that therapy was 
continued after the patient’s dismissal and 30 hos- 
pitals (7.1 per cent) required completion of chemo- 
therapy before the patient was discharged. Beginning 
with the hospitalization, a period of 12 to 18 months 
of chemotherapy was recommended for patients with 
minimal tuberculosis, whereas for the more advanced 
cases, continuous chemotherapy for 18 to 24 months 
was advised. In the western section of the United 
States 73.6 per cent of the patients continued treat- 
ment on an outpatient basis and in the eastern section 
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this service was offered to 46.4 per cent of the patients. 

Isoniazid (INH) and para-aminosalicylic acid 
(PAS) were the treatment of choice of 222 hospitals. 
Streptomycin, dihydrostreptomycin, and/or “strepto- 
duocin” were included with the latter drugs by 19.5 
per cent of the hospitals. Most institutions favored 
oral medication. Injections of streptomycin were usu- 
ally made available by public health agencies. Drugs 
were supplied without charge by 34.3 per cent of the 
hospitals, but in 23.6 per cent the patient paid for 
the medication. Patients who left the hospital against 
advice were refused treatment on an outpatient basis 
by 60.2 per cent of the hospitals. 

According to 15.5 per cent of the hospitals a sig- 
nificant number of patients, 5 to 40 per cent, failed 
to complete the treatment at home. Cooperative 
patients with cavitary tuberculosis and negative spu- 
tum who were not operated upon were permitted to 
continue therapy at home by 76.1 per cent of the 
hospitals. —B. G. P. Shafiroff, M.D. 


An Evaluation of Techniques of Pulmonary Resection 
for Tuberculosis. Davip V. Pecora. 7. Thorac. Surg., 
1959, 37: 446. 


THE AUTHOR REVIEws the surgical experience at the 
Ray Brook State Tuberculosis Hospital, Ray Brook, 
New York, in order to answer some of the more im- 
portant questions that have been raised in recent 
years regarding the various technical aspects of the 
surgical treatment of pulmonary tuberculosis. 

His conclusions are based on 27 pneumonectomies, 
65 lobectomies and a larger number of segmental, sub- 
segmental, or wedge resections carried out over a 7- 
year period. The techniques of segmental and wedge 
resections are reviewed. 

Analysis of the author’s statistics showed that pa- 
tients with positive sputum who underwent pulmonary 
resection had a higher complication rate than those 
with negative sputum. He concluded that any type 
of resection without antituberculous drug protection 
should be avoided. 

He likewise found that in his experience postopera- 
tive bleeding usually emanated from chest wall ves- 
sels and that this complication was unrelated to the 
magnitude of the resection. He states that the residual 
pleural space after pneumonectomy should be 
drained and obliterated and evidently performed a 
routine postpneumonectomy thoracoplasty. 

There were 4 operative deaths in this series. Al- 
though 3 of these deaths followed pneumonectomy, 
the author believes that one might well have been in- 
cluded in the lobectomy group, since the operation 
had been planned as a lobectomy and pneumonec- 
tomy had been performed only because of a lacerated 
pulmonary artery. 

The author states that in spite of the opinion of 
others, he does not believe that the presence of bron- 
chial disease predisposes to the occurrence of broncho- 
pleural fistula. He agrees with most surgeons that 
thoracoplasty may be indicated in the treatment of 
postresection empyema and space problems, al- 
though he is unable to find any value in preresection 
thoracoplasty. 

In his group of 47 patients undergoing preresection 
thoracoplasty, the incidence of empyema and bron- 
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chopleural fistula was higher than in those patients 
not undergoing preresection thoracoplasty. He be- 
lieves that this higher incidence of complication in 
the group of patients undergoing preresection thoraco- 
plasty indicates the difficulty one experiences in filling 
the conical apical space that exists after thoraco- 
plasty. 

The author states, however, that this may not be 
the complete explanation for the higher complication 
rate and speculates on the fact that the group of pa- 
tients undergoing preresection thoracoplasty was the 
group with the more severely diseased lungs. 

—Frank 7. Milloy, M.D. 


Space Problems in Extensive Resection for Pulmonary 
Tuberculosis: The Use of Pre-resection Tailoring 
Thoracoplasty. Franx J. Mrttoy, AHMED KaAnDEM, 
and Hiram T. Lanoston. 7. Thorac. Surg., 1959, 37: 
442. 


AFTER PNEUMONECTOMY most thoracic surgeons are 
content to close the chest tightly, allow the hemi- 
thorax to fill with transudate, and treat the occasional 
empyema that develops as circumstances require. 

When pulmonary resection of lesser magnitude, 
such as lobectomy, segmentectomy, or wedge resec- 
tion is performed, it is expected that the normal 
physiologic mechanisms such as elevation of the dia- 
phragm and mediastinal shift will combine with over- 
expansion of the remaining lung tissue to obliterate 
the resulting pleural space and prevent the accumula- 
tion of pus. This does not always take place, unfor- 
tunately, and occasionally a space remains which be- 
comes infected and requires further treatment. 

When, however, extensive pulmonary resections 
are performed, such as the removal of the right upper 
and right middle lobes or the left upper lobe and 
superior segment of the left lower lobe, the likelihood 
of a space remaining and becoming infected is much 
greater. If one is dealing with tuberculosis, the rem- 
nant of lung has probably undergone some scarring, 
which limits its expandability. Furthermore, it may 
be emphysematous, so that if a raw segmental surface 
is present, the likelihood of persistent air leaks is much 
greater. 

In the event that an extensive resection is to be 
carried out, or has been carried out, it is believed by 
some surgeons that active measures should be taken 
to make the hemithorax smaller so that the lung tissue 
that will remain will better obliterate the resultant 
pleural space. 

When this measure is to be a thoracoplasty, it may 
be performed prophylactically, either before or at the 
time of the pulmonary resection. If it is possible to 
predict accurately that an extensive resection will be 
necessary, a preresection thoracoplasty may be per- 
formed as a separate procedure 3 or 4 weeks in 
advance of the resection. Otherwise, if it is possible, 
and if the surgeon desires, the thoracoplasty may be 
performed concomitantly at the time of the resection. 

The third alternative is to perform the necessary 
resection and hope that no complication occurs. 

The authors report on 31 highly selected patients 
in whom extensive resection were performed. In 19 
cases only the basal segments were left to fill the hemi- 
thorax. Furthermore, in most cases, a raw segmental 
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surface was left as on the remaining lung tissue. 

The necessity for these extensive resections had been 
predicted by means of an extensive work-up including 
bronchography and lateral laminagraphy. It could 
thus be predicted that this group of patients would 
have a high incidence of postoperative pleural space 
problems and empyema. 

It has been the authors’ experience that in these 
cases of extensive disease, the pleural adhesions are 
frequently dense and the lung must be taken down 
from the chest wall in the extrapleural plane. This 
extrapleural dissection precludes the performance of 
a concomitant thoracoplasty at the time of pul- 
monary resection, because the removal of ribs in addi- 
tion to the pleura and endothoracic fascia would 
leave only shreds of muscle for the upper chest wall. 

For these reasons, the authors perform a three rib 
preresection tailoring thoracoplasty about 1 month 
before the pulmonary resection. At the time of thora- 
coplasty, the dome of the pleura is dissected away 
from the mediastinal structures and allowed to drop 
to the level of the fourth rib. This maneuver eliminates 
the conical apical pleural space which might other- 
wise be troublesome at the time of subsequent pul- 
monary resection. 

There was one uninfected space problem and one 
case of empyema in the 31 patients, a complication 
rate of 6 per cent. Although the series is small, the 
authors believe that the low complication rate in- 
dicated the value of preresection thoracoplasty in the 
treatment of this group of patients. They also believe 
that patients who are to undergo resection in excess 
of the volume of one lobe and who will be left with a 
raw segmental surface make up a group in which the 
indications for preresection thoracoplasty is well 
defined. 


Air Plombage with Resection for Pulmonary Tuber- 
culosis: A Technique for Decreasing Complications. 
James W. Parte, Fettx A. Hucues, Jr., Rocer E. 
CAMPBELL, and Joun M. Retsser. 7. Thorac. Surg., 
1959, 37: 435. 


THE AUTHORS PRESENT a technique for obliterating 
postoperative residual pleural space after lobar or 
segmental resections for pulmonary tuberculosis. The 
procedure is performed at the time of resection and 
is similar to plombage thoracoplasty except that the 
resultant extraperiosteal space is not maintained by 
means of a foreign body. 

An estimate of the size and location of the expected 
residual pleural space is made after the resection. The 
intercostal drainage tubes are placed and the inter- 
costal muscles are closed. The periosteum is then 
stripped from the inner aspects of the upper three or 
four ribs. As a result, the soft tissue component of the 
chest wall in the region where the periosteum has been 
stripped falls against the remaining lung tissue, 
obliterating the undesirable pleural space. The upper 
three or four ribs, which are still covered laterally by 
periosteum, are left as struts to support the outer wall 
of the newly created extraperiosteal space. The 
periscapular muscles are closed in the usual manner. 

In the postoperative period, this air-filled extra- 
periosteal space between chest wall, soft tissues, and 
ribs fills with blood and fibrin, which in turn are 


gradually absorbed as the remaining lung tissue ex. 
pands to its fullest extent. 

The authors compare a control series of 313 cases 
in which space obliterating measures were not taken 
with their series of 61 cases in which “air plombage” 
was performed. The complication rate in the control 
series was 19 per cent and in the air plombage series, 
1.6 per cent. 

This procedure is thought by the authors to be 
superior to the usual type of concomitant thora- 
coplasty, for several reasons. It is less traumatic, there 
is no bony deformity, it is somewhat reversible, and 
the outer wall of ribs supported by the scapula and 
periscapular musculature prevents excessive paradoxi- 
cal chest wall motion. 

The one fault in this approach to the postresection 
space problem is, as the authors point out, that the 
chest wall must be intact over the area to be sepa- 
rated from the ribs. Thus, if any extensive extra- 
pleural dissection has been necessary in freeing the 
lung from the chest wall, this technique is not appli- 
cable. —Frank 7. Milloy, M.D. 


Extraperiosteal Plombage for the Treatment of Pul- 
monary Tuberculosis Using Plastic Materials, Long 
Term Results in 25 Cases. (Text in Greek). C. 
SxouTELts. Acta chir. hellén. 1959, 6: 275. 


ALTHOUGH THE AUTHOR realizes the potentialities and 
usefulness of resection for advanced pulmonary tuber- 
culosis, in the reported cases he judged plombage to 
be highly indicated. He realizes that, in 10 of the 25 
cases, 2- or 3-stage thoracoplasty could have been per- 
formed. In addition, 2 patients refused lobectomy, 
and the remaining 12 were too gravely ill, with the 
surgical risk for resection correspondingly high. 
Twenty of the patients had bilateral lesions. 

For the 24 patients he carried out 25 plombage 
operations, using polythene balls in 14, polystan 
sponge in 9, and both in 2. The indications for plomb- 
age therapy are cavitations and/or far advanced in- 
fection in persons of very low cardiopulmonary re- 
serve. He recommends the operation only for lesions 
of the upper lobes. The technique used is a modifica- 
tion of C. P. Bailey’s (7. Thorac. Surg. 1942, 11: 326) 
extramyohypoperiosteal pneumothorax, substituting 
plastic material for air. The portion of the lung col- 
lapsed was extrapleurally detached. 

There were no deaths in this series, and the imme- 
diate postoperative complications were 6 wound in- 
fections, 1 case of atelectasis of a lower lobe, and 1 
case of infection of the created space. The patients 
were followed up from 31 to 52 months. Within about 
1 year after surgery there were 2 cases of space in- 
fections; one cultured Mycobacterium tuberculosis and 
the other was a sterile abscess. These cases were suc- 
cessfully treated by removal of the plombage ma- 
terial and seven rib thoracoplasty. 

All of the 24 cases were preoperatively open and, 
after surgery, 18 had been converted to closed. The 
other 6 cases remained open. In 2 of these patients the 
ipsilateral cavity had closed, but there was contra- 
lateral cavity or infection. In another 2 patients the 
cavity failed to close, and in the last 2 with positive 
sputum no residual cavity could be demonstrated on 
tomograms or plain chest film. 
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The author concludes that extraperiosteal plomb- 
age is an important adjunct in the collapse therapy of 
pulmonary tuberculosis and for patients considered 
inoperable because of severely impaired cardiovascular 
function and bilateral cavitation with decreased vital 
capacity. —Nicholas 7. Demos, M.D. 


Lung Cancer Detected by Mass Chest X-Ray Survey. 
CuarLes R. Wituiams and James E. Lorstrom. 7. 
Michigan M. Soc., 1959, 58: 568. 


A ToTAL of 754,475 photofluorograms of the chest 
were made in a mass survey in Michigan. Of these, 
438 were indicative of lung tumor and were re-eval- 
uated by comparison with a 14 by 17 inch roentgeno- 
gram of the chest. All suspects were carefully traced, 
but information regarding 38 of them was not obtain- 
able. The tumor suspect rate was 58 per 100,000. 

Primary tumor of the lung was proved in 82 pa- 
tients (18 per cent). There were 75 males, the average 
age being 58.7 years, and 7 females, the average age 
being 52 years. The most common histologic diagnosis 
was squamous cell carcinoma (18 patients) and in 20 
patients the exact cell type was not determinable. 
Seven patients (8.5 per cent) refused operation, 33 
per cent were inoperable, and 51 per cent underwent 
operation. Resection, either partial or complete, was 
possible in 24 patients (29 per cent), but at the time 
of the follow-up only 10 per cent of the group were 
living and well. The period of delay from initial 
diagnosis to treatment averaged 3 months. 

—B. G. P. Shafiroff, M.D. 


Mass Radiography and Cancer of the Lung. E. 
Posner, L. A. McDow.ELL, and K. W. Cross. Brit. M. 
J.» 1959, 1: 1213. 


AN EXTENSIVE STUDY of chest roentgenograms taken 
by six units in the Birmingham region of Great Britain 
in 1956 revealed 277 cases of lung cancer among the 
almost 200,000 men examined. The 238 patients who 
are reported were divided between those specifically 
referred by general practitioners for chest roentgeno- 
grams and those found on routine mass roentgenogra- 
phy. The number of referred patients with lung neo- 
plasms was 29 times greater than the number found 
on routine survey. 

A point of major interest was the comparison of 
resectability between the two groups. Only male 
cases are reported, since the number of female pa- 
tients was too small for statistical evaluation. Smoking 
habits and the histologic cell type of tumors did not 
vary appreciably from other large series. The 12- 
month survival rates, irrespective of treatment, and 
the resection rates were higher among the cases found 
routinely than those referred by general practitioners. 
A greater number of lobectomies than pneumonec- 
tomies was performed on the routine survey group. 
In both groups combined, resection was carried out 
on 33 per cent of patients, the rate being 44 per cent 
in the survey group and 30 per cent in the referred 
cases. 

Twelve months after operation, 58 per cent of 
patients from both groups were still alive. The early 
death rate 2 months after operation was 9 per cent. 
Appended to this report were data which showed that 
the second-year survival rate regardless of treatment 
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was 20 per.cent among the general practitioner refer- 
rals and 25 per cent in the routine survey group. The 
rate for all patients was 21 per cent. Among resected 
cases, two-year survival rates were 44 per cent and 38 
per cent, respectively, for referred and routine survey 
cases, with over-all survival of 42 per cent of all surgi- 
cal patients after 2 years. 

The very small number of truly asymptomatic cases 
and the absence of small peripheral shadows found in 
this series lead the authors to believe that mass roent- 
genography is not the answer to detection of early lung 
cancer. General practitioners usually referred sympto- 
matic cases for diagnostic chest roentgenogram with- 
out much delay. The greatest number of resectable 
cases was referred within 1 month after first being 
seen, and resections were most often performed 
within 2 months after the first roentgenogram. 

Suggested improvements in early diagnostic pro- 
cedure for the Midlands of England are more ad- 
vanced roentgenographic equipment and the dupli- 
cate independent reading of films. General practi- 
tioners in that area of England are being urged, how- 
ever, to refer all men over 35 years of age for a routine 
chest roentgenogram. 

—Enmile L. Meine, Jr., M.D. 


The Value of Bronchoscopy in Determining the In- 
operability of Carcinoma of the Lung. Epwarp B. 
Benepict. 7. Thorac. Surg., 1959, 35: 646. 


BroncHoscopy is well recognized as an important 
procedure in the diagnosis of cancer of the lung be- 
cause it frequently leads to a positive biopsy and to 
the aspiration of secretions for cytologic study. 
Bronchoscopy is less well established but of almost 
equal importance because of the information it may 
give regarding the chance of successful resection of the 
tumor. Over and over again the question arises as to 
whether or not a bronchogenic carcinoma can be 
surgically removed. If all the evidence suggests that a 
tumor cannot be resected, exploratory thoracotomy 
can be avoided. Many factors enter into the decision, 
including age and general condition of the patient, 
roentgen studies, angiocardiograms, and last, but not 
least, the bronchoscopic findings. 

The author has reviewed a series of 3,247 bron- 
choscopies in the 12 year period from 1946 to 1957 
and has found 147 cases of proved bronchogenic 
carcinoma which he thought were probably inopera- 
ble. One hundred twenty of these patients were not 
explored. Despite the bronchoscopist’s adverse opin- 
ion, 28 patients underwent exploratory thoracotomy 
and were found to have unresectable lesions in 17 
instances. In 8 others the resection was of doubtful 
value. 

Bronchoscopic findings that usually mean inopera- 
bility are as follows: If the lesion involves the trachea, 
the chance for successful resection is small. Widening 
and fixation of the carina usually means that the 
tumor has invaded the mediastinal glands to such an 
extent that it cannot be removed. If the bronchus is 
fixed in the region of the carcinoma it often signifies 
peribronchial invasion of such a degree as to mean 
unresectability. Extrinsic pressure frequently causes 
abnormal angulation of the bronchus, probably due 
to metastatic glands or local extension of the growth, 
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making resectability unlikely. Narrowing of the 
bronchus may mean infiltration of the bronchial wall 
by carcinoma or extrinsic pressure from local exten- 
sion of the tumor or from metastatic glands. If this is 
accompanied by some degree of fixation it may mean 
unresectability. 

The author concludes that in experienced hands 
bronchoscopic evaluation of the extent of broncho- 
genic carcinoma and its probable inoperability is very 
important. —RHarold L. Method, M.D. 


The Role of Bronchography in the Diagnosis of 
Bronchogenic Carcinoma. KENNETH E. Wit, NEIL 
C. ANDREws, CHARLES V. MECKsTROTH, WILLIAM 
Mo nar, and Kart P. Ktassen. Dis. Chest., 1959, 35: 
517. 


THE AUTHORS PRESENT A STUDY of their results with 
bronchography in the diagnosis of bronchogenic car- 
cinoma and believe it to be an even more effective 
diagnostic means than cytology or bronchoscopy. 

The procedure is carried out by the radiologist in 
the early afternoon. The nose, nasopharynx, oro- 
pharynx, larynx, and tracheobronchial tree are 
anesthetized with a 2 per cent pontocaine solution, 
and a No. 14 French coudé catheter is passed into the 
trachea above the coryna and fastened. Either lipiodol 
or dionosil is the contrast medium used. With the pa- 
tient supine on a tilting fluoroscopic table, the ma- 
terial is introduced and is made to enter the various 
segments of the lung by changing the patient’s posi- 
tion. The finding looked for is a bronchial block that 
can be differentiated from irregularity or distortion. 
Spot films as well as standard 14 by 17 inch vertical 
roentgenograms are taken in the posterior, anterior, 
oblique, and lateral projections. For patients with 
severe hemoptysis, several days are allowed prior to 
bronchography, although hemoptysis of a lesser degree 
is no contraindication. Patients with profuse or tena- 
cious sputum are treated with postural drainage, 
bronchodilators, wetting agents, and antibiotics for 
several days prior to the examination. 

No change in respiratory function could be demon- 
strated after this study, and with the use of lipiodol 
there was no evidence of bronchopulmonary infection. 
After dionosil there were several instances of febrile 
reactions. In evaluation of this technique, the records 
of 1,408 patients who had bronchograms were chosen, 
and out of this group were taken the 236 patients who 
also had histologic proof of carcinoma. All of these 236 
patients demonstrated various types of intrathoracic 
densities on the plain roentgenogram. Of the 69 pa- 
tients in whom the lesion was a circumscribed mass, 
80 per cent showed bronchial block on bronchography. 
Of the 57 patients whose plain roentgenogram showed 
infiltration, 97 per cent showed a bronchial block. Of 
the 56 patients showing atelectasis on the same film, 
75 per cent showed bronchial obstruction. All 13 pa- 
tients with pleural effusion showed bronchial blocks, 
and in the 1 patient whose roentgenogram suggested 
pulmonary abscess, no block was found. 

The authors consider bronchography a very valu- 
able diagnostic aid and one which should permit 
earlier diagnosis and avoidance of some of the delay 
often associated with the management of lesions seen 
on the plain film. — Ward D. O’Sullivan, M.D. 


HEART AND PERICARDIUM 


Profound Hypothermia. C. E. Drew, G. Keen, and D, 
B. Benazon. Lancet, Lond., 1959, 1: 745. 


THE AUTHORS have studied the experimental exten- 
sion of hypothermia, since it has been shown pre. 
viously that it affords considerable protection against 
hypoxia. Several references to studies of the effects in 
animals and human beings are quoted. An extra. 
corporeal circuit collecting blood from the left and 
the right atrium separately and returning these flows 
to the femoral artery and the pulmonary artery, 
respectively, after cooling that which was returned to 
the systemic circuit, was employed. In the first few 
dogs the cooling unit was prepared with a coil of 
polyethylene tubing which was surrounded by a 
refrigerant of methyl alcohol and carbon dioxide 
snow. 

Twelve animals were subjected to this procedure; 
in 10 of them the pharyngeal temperature was simply 
lowered to 10 degrees C., while in the other 2 the 
temperature was held at this point for a period of 30 
minutes with complete circulatory arrest. Two of the 
animals died as a result of technical difficulties; the 
remaining 10 recovered but 8 of these died within 24 
hours. All the animals, however, showed complete 
return without evidence of neurologic damage im- 
mediately after the procedure was carried out. Be- 
cause of this an additional series of 4 dogs was studied 
by a similar procedure except that the heat exchanger 
was modified to consist of four straight stainless steel 
tubes each 5 feet in length in place of the long poly- 
ethylene coil. Also the older type pumps were replaced 
with DeBakey type pumps. In these 4 animals the 
temperature was lowered to 15 degrees C. and a 
period of complete circulatory arrest of 20 to 45 
minutes was permitted before rewarming was begun. 
Two of these animals did well. One was found to have 
severe kidney disease and did not recover conscious- 
ness; the third died some 6 to 8 hours after operation 
from hemorrhage, but had been upright and walking 
prior to death. No significant hemolysis was found. 

These experiments suggested that with a fairly 
simple apparatus profound hypothermia could be 
induced uniformly and that with control complete 
circulatory arrest up to 30 minutes could be tolerated 
at this temperature with recovery. 

—Robert W. Williams, M.D. 


Profound Hypothermia in Cardiac Surgery. C. E. 
Drew and Ian M. Anverson. Lancet, Lond., 1959, 1: 
748. 


THIS REPORT is a logical extension of the study reported 
in the article entitled “Profound Hypothermia.” In 
this instance the employment of profound hypothermia 
with total circulatory arrest to aid the cardiac surgeon 
in the care of severe congenital defects was tested. 
Three cases are reported in considerable detail. 
Desperate situations were selected deliberately for the 
initial trial. In one instance the pharyngeal tempera- 
ture was reduced to 15 degrees C. and total circulatory 
arrest lasting 46 minutes employed. In another pa- 
tient, after a temperature of 15 de C. was 
reached, the circulation was suspended for 45 minutes, 
and in the third a pharyngeal temperature of 15 
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degrees C. and total circulatory arrest of 45 minutes 
were produced. In this third case the temperature fell 
to 13 degrees C. during the period of arrest. Two of 
these children recovered uneventfully and showed no 
evidence of cerebral damage, intravascular hemolysis, 
or renal damage. The third succumbed about an hour 
postoperatively presumably because of complete heart 
block and cardiac failure. There is a significant 
addendum in this report stating that 4 additional 
patients have since been operated on by this method 
and that 3 have had very successful results; one of 
these was a patient of 49 years whose temperature was 
reduced to 15 degrees C. and who withstood complete 
circulatory arrest for 42 minutes. 
—Robert W. Williams, M.D. 


Potassium, Magnesium, and Neostigmine for Con- 
trolled Cardioplegia. Witt C. Szaty, W. GLENN 
Youne, JR., Ivan W. yg omg ong S. Harris, 
and Doris H. Merritt. 7. Thorac. Surg., 1959, 35: 655. 


AFTER AN EARLIER REPORT in 1956 the authors used a 
cardioplegic solution in further animal experiments 
and clinical study. They now report a series of 34 
patients who have undergone right ventricular ex- 
ploration with this technique. The solution contains 
potassium citrate 0.81 per cent and magnesium sulfate 
(hydrated) 2.46 per cent in distilled water, which 
forms an isotonic solution. Just prior to use, 1 mgm. 
of neostigmine per 100 c.c. is added. 

With the ascending aorta clamped, 30 to 50 c.c. 
of solution are injected forcibly into the aortic lumen 
so as to close the aortic valve and perfuse the coronary 
artery circulation. In 80 per cent of cases, cardiac 
arrest occurred within 30 seconds. Extracorporeal 
circulation was maintained by a modified DeWall 
oxygenator. In earlier cases, hypothermia through 
external body cooling was employed. After the first 
12 cases, direct cooling and rewarming of the blood 
was achieved with a Brown-Emmons heat exchanger 
incorporated into the extracorporeal system. 

Three patients with complicated neonatal lesions 
died, although the heart was successfully stopped and 
restarted. In the remaining 31 cases, 22 patients 
survived. With the exception of 1 patient who died 
from heart block 14 days after the operation, all 
deaths occurred in the operating room or within 36 
hours after operation from factors attributed to the 
primary cardiac disorder. 

Animal experiments by the authors indicate that 
45 minutes to 1 hour of coronary occlusion may be 
tolerated safely by the cold heart of the dog. Cardio- 
plegia with hypothermia and extracorporeal circu- 
lation appears to be relatively safe. This cardioplegic 
solution is considered superior to single compounds, 
for it is believed that the potassium ion acts at cell 
membranes to block cell polarization, while mag- 
nesium ions inhibit energy transfer in the myocardium. 
Neostigmine is added because its vagotonic effect may 
prevent fibrillation during hypothermia and allows a 
slow heart rate in the postwashout period. 

It is extremely important to assist circulation during 
the standstill period. To accomplish this, one venous 
catheter is placed in the femoral vein and an arterial 
catheter is placed in a femoral artery so that per- 
fusion may continue as long as it is required. The 
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authors believe that their technique has proved effec- 
tive and safe in clinical trial. 
—Enmile L. Meine, Jr., M.D. 


Experimental Evaluation of Internal Mammary 

tery Ligation as a Method of Myocardial Re- 

vascularization. JoHN H. VANnsANT and Wixt1aM H. 
Mutter, Jr. Surgery, 1959, 45: 840. 


THE RESULTS OF THIS STUDY indicate no evidence that 
the mortality rate after ligation of a major coronary 
artery was significantly different in the group in which 
the internal mammary artery had previously been 
ligated. A technique was devised to measure pressures 
simultaneously in the internal mammary artery and 
in a branch comparable to the pericardiophrenic 
artery, before and after ligation of the internal mam- 
mary artery. The results show that there was change 
in neither pressure nor flow after this procedure. 
The third method of evaluation consisted of meas- 
uring the acute effect of bilateral ligation of the 
internal mammary artery on the retrograde pressures 
and flows of an occluded coronary artery. Again, 
there was no significant change. 
—Alan Thal, M.D. 


Open Heart Surgery for Repair of Congenital De- 
fects. Ropert E. Gross. V. England 7. M., 1959, 260: 
1047. 


OPEN CARDIOTOMY, employing an extracorporeal 
oxygenator and pump for temporary perfusion of the 
body with oxygenated blood, makes possible a wide 
variety of procedures for repair of congenital defects 
under direct vision. Total body support can be con- 
ducted in a manner that is well tolerated, and with 
little disturbance to the physiologic processes of the 
various organs. This form of surgery need not be re- 
stricted to academic centers, but it is vital to insist that 
anyone who contemplates employing the techniques 
on patients should first become familiar with the ap- 
paratus, the subtleties of cardiac bypass, and manipu- 
lations in the open heart by study in an animal labor- 
atory. 

Direct surgery for defects of the atrial septum of the 
secundum type, pulmonic or infundibular stenosis, 
and aortic stenosis is on a very firm footing, carries a 
negligible risk, and has resulted in excellent post- 
operative return to normal or near normal states. The 
treatment of endocardial-cushion defects constitutes a 
striking advance in therapy. About 85 per cent of the 
incomplete types of common atrioventricular canal 
can be handled satisfactorily; the complete forms are 
still rather baffling. For defects of the ventricular sep- 
tum the largest obstacle to successful repair lies in the 
status of the pulmonary vascular bed. If arteriolar 
vessels of the lungs have little or no increased resist- 
ance, closure of these septal defects can be accom- 
plished with great satisfaction; but if pulmonary vas- 
cular resistance is high, closure of a septal orifice in- 
vites considerable risk. For total intracardiac cor- 
rection of tetralogy of Fallot, the operative hazards are 
low and the postoperative results excellent if the ab- 
normality is of the “pink” variety. For “blue” 
tetralogies, it is not difficult to correct completely the 
intracardiac deformities, but the risks of doing so are 
high if the pulmonary arterial system is still diminutive 











and underdeveloped. For patients whose lung vessels 
are still small, corrective surgery in the heart should 
be deferred; if some surgical relief is imperative, it is 
best to establish a Blalock subclavian-pulmonary end- 
to-end shunt as a palliative step, leaving corrective 
surgery in the heart until a much later date. Although 
open heart repair of several congenital defects has 
taken enormous strides forward, it is evident that 
much has yet to be accomplished in developing tech- 
niques for handling other kinds of anomalies, such as 
complete transposition of the great vessels. 

In performance of more than 200 open heart re- 
pairs of congenital anomalies using extracorporeal 
circulation, it has become evident that perfusions can 
be carried out with simplicity, satisfaction, and safety 
for patients ranging in age from babies to fully grown 
adults. The greatest problems remaining to be solved 
in this field of surgery are those relating to anatomic 
reconstruction of bizarre deformities, to management 
of secondary effects such as those in the pulmonary 
vascular bed, or to treatment of the left sides of under- 
developed hearts that are not yet capable of taking on 
a full work load. — John F. Maloney, M.D. 


Current Status of the Surgical Treatment of Ventricu- 
lar Septal Defect. Denton A. Cootey. Dis. Chest, 
1959, 35: 651. 


THE AUTHOR’S REPORT is based on 130 operations for 
ventricular septal defect in which a pump oxygenator 
was used for cardiopulmonary bypass. Of the 4 types 
of defects, those of the membranous septum are found 
in 78 per cent. In these defects the aortic valve is in 
close proximity to the upper margin and in some in- 
stances the annulus of the aortic valve overrides the 
septum. The remainder of the defects occur in the 
muscular portion of the ventricular septum. A type 1 
defect is in the outflow tract above the crista supra- 
ventricularis. Type 3 defects are located close to the 
annulus of the tricuspid valve behind the posterior 
leaflet, and type 4 defects are near the attachment of 
the papillary muscles. Common ventricle is applied to 
defects in which almost all ventricular septum is 
absent. 

A bubble-type oxygenator with an occlusive type of 
pump was employed. Most perfusions were less than 
20 minutes and the flow rate varied from 35 to 50 c.c. 
per kgm. Light general anesthesia was employed and 
curare added prior to bypass. A bilateral thoracotomy 
in the fourth interspace with transection of the sternum 
was employed although median sternotomy is also 
used. A left atrial catheter was inserted in addition to 
catheters in the superior and inferior venae cavae. 
Temporary occlusion of the ascending aorta was used, 
permitting myocardial contractions and immediate 
recognition of injury to the AV conduction bundle. 
Induced cardiac arrest was not used because of the 
frequency of conduction complications encountered. 
Closure of a membranous defect requires a patch, 
and knitted dacron proved very satisfactory. Small 
defects or those surrounded by fibrous tissue were 
closed with interrupted silk. 

Some defects, such as the atrioventricular defects, 
are more easily repaired through the right atrium 
than through the usual transventricular approach. In 
3 of 4 patients with corrected transposition and ven- 
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tricular septal defect repair was successful. The mor- 
tality for all 130 patients was 18.4 per cent, but more 
than 60 per cent of the deaths occurred in patients less 
than 2 years of age. Among 71 patients between the 
ages of 2 and 14 years, the mortality was 7 per cent. 
Mortality and morbidity were directly related to the 
degree of pulmonary hypertension. Regression or heal- 
ing of the pulmonary vascular lesion occurs after 
closure of a ventricular septal defect. Associated de- 
fects, especially patent ductus arteriosus, must be re- 
paired whenever necessary and practical. Three pa- 
tients who had recurrences were operated upon and 
in 2 repair was successful. 

Cardiac catheterization should be carried out in all 
patients with suspected recurrence of a ventricular 
septal defect. In a subsequent series of 63 patients the 
mortality was less than 10 per cent. The expected 
surgical mortality in favorable cases should be less than 
2 per cent according to the author. Operation should 
be delayed until 18 months of age if at all possible. 
The very presence of an uncomplicated ventricular 
septal defect will soon be accepted as sufficient indica- 
tion for repair. Gradual elimination of the extra- 
cardiac shunt by means of a perforated patch may be 
useful to allow gradual healing of the pulmonary vas- 
cular lesions. Creation of an artificial patent ductus 
with subsequent elimination of this extracardiac shunt 
might also be of value in treating patients with severe 
pulmonary vascular lesions. A drug to reduce pul- 
monary vascular resistance would be a valuable ad- 
junct in this problem. —Gabriel P. Seley, M.D. 


Gradual Closure of Interventricular Septal Defects, 
Riccarpo Benvenuto and F. Joun Lewis. 7. Thorac. 
Surg., 1959, 37: 673. 


THE ABRUPT CLOSURE of a ventricular septal defect in 
patients with high pulmonary pressure may result in 
death due to several causes, in part not entirely known. 
Because of this high risk, patients with high pulmonary 
pressure, and particularly those with reverse shunt, 
have been considered inoperable. Yet, if the hemo- 
dynamic changes induced by the operation could be 
more gradual, a readjustment of the pulmonary cir- 
culation to the new condition could be expected. 
Therefore, so-called irreversible pulmonary vascular 
changes might be expected to become partially or 
completely reversible. 

This problem has been the object of an experimental 
study in dogs, and the results obtained are reported 
in this article. A ventricular septal defect was created 
in dogs with an open heart operation and simultane- 
ously repaired by means of different types of ivalon 
plugs. All the plugs, of different sizes, had in common 
a central opening to allow the persistence of a smaller 
shunt after their insertion. Final occlusion of this 
opening was achieved when a plug with an opening 
of 3 mm. in diameter was used. The closure occurred 
in all instances and in a period of time ranging from 
4 to 41 days, with an average of 26 days. Eventually 
all animals were sacrificed and autopsy revealed in all 
cases a plug well covered by the surrounding tissue. 
Patency of this duct was studied during life by means 
of phonocardiograms and dye-dilution techniques. 
This operation, although up to this moment applied 
only in experimental animals, may be suitable in the 
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future for the management of those cases of ventricular 
septal defects with high pulmonary pressure, now 
considered beyond the reach of surgery. 


Lessons from Fatalities in the Surgical Treatment of 
the vr of Fallot. Reeve H. Betts, N. Gopt- 
natu, and V. K. Saint. Ind. 7. Surg., 1958, 20: 473. 


A review of the fatalities in the surgical management 
of tetralogy of Fallot is presented. There were 13 
deaths in 79 operations or a rate of 16 per cent. 
Patients less than 3 years of age were not catheterized 
preoperatively as it was felt that this would add to the 
considerable risk already present. 

Improper postoperative management accounted 
for the largest number of deaths. Cerebral thrombosis 
caused 2 deaths and these might have been prevented 
by better hydration. Atelectasis leading to pneu- 
monia, fulminating diarrhea from food brought in by 
a patient’s family, and aspiration of vomitus were the 
other factors inducing deaths. 

Misdiagnosis in 3 cases resulted in the wrong pro- 
cedure being performed. One case was a transposition 
of the great vessels, another was a pure pulmonic 
stenosis, and a third a valvular and infundibular type 
of defect associated with an atrial septal defect and a 
patent ductus arteriosus. 

Technical errors caused 2 deaths; 1 was due to an 
inadequate anastomosis and 1 to injury to the aortic 
valve when the unopened valvulotome passed through 
the ventricular septal defect. 

The wrong operative procedure was performed in 2 
instances. In one case a shunt procedure should have 
been performed instead of a direct valvular approach 
and the reverse situation applied in a second case. 

—Harold M. Unger, M.D. 


Direct Approaches for the Treatment of Aortic In- 
~~ Cares A. HurnaGEL. Am. Surgeon, 1959, 


EXTENSIVE sTuDIES of the pathology of the aortic valve 
have delineated more accurately the types of ana- 
tomic deformity which produce aortic insufficiency. 
Rheumatic fever and luetic valvular disease have long 
been considered the primary causes for the develop- 
ment of this lesion. With changing conditions and 
improved antibacterial and antiluetic therapy other 
forms of the disease have become increasingly promi- 
nent such as trauma, acute endocarditis, subacute 
bacterial endocarditis, aneurysm of the sinus of 
Valsalva, congenital lesions, and dissecting aneurysm. 

With the recognition of the anatomic lesions that 
produce aortic insufficiency and the development of 
technical methods that have permitted open visual 
access to the aortic valve area, it has become feasible 
to develop direct methods for the correction of these 
specific problems. 

In all operations on the aortic valve by open 
aortotomy care must be taken to evacuate all air from 
the left ventricle. Drainage of the left side of the heart 
1s accomplished by the introduction of a catheter 
through the left atrium just posterior to the inter- 
atrial septum. The left side of the heart is allowed to 
fill and the mitral valve is manipulated to assure that 
no air is trapped beneath it, before closing the aortot- 
omy incision. During the period of arrest it is helpful 
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to irrigate the myocardium with cold saline. Using 
these general methods a direct approach to the aortic 
valve is feasible. 

The aortotomy incision is made either anteriorly or 
laterally in the majority of instances. It is preferable 
to reinforce the aortic suture line with moderately 
compressed ivalon teflon felt or tightly knitted teflon 
fabric. 

Certain of the lesions of the aortic valve can be 
repaired by suture methods. The majority of the 
lesions of the aortic valve, however, require reduction 
in the size of the annulus, addition of substance to a 
cusp, replacement of an entire cusp, or total valve 
substitution. The methods devised for the correction 
of the particular situations must be variable. The 
author believes that reduction in the area of the 
annulus can be obtained more satisfactorily by plica- 
tion techniques. 

Some forms of aortic insufficiency, however, show 
rather marked stiffening of one or more leaflets and 
curling of such leaflets. If this deformity is not excess- 
ive it is possible to close the gap left by the shortened 
leaflet or leaflets by means of a small amount of addi- 
tional substance sutured to the edge of the leaflet. 
Experimental total valve replacement has also been 
made in several ways. A tricuspid valve has been 
devised which incorporates the features of the cusp 
with all three cusps being mounted as a single unit. 
If a small margin of each of the diseased leaflets is left 
at the base, it is possible to fix a tricuspid valve at a 
point just above the remaining commissures and to 
utilize the lower portions of the old valve leaflets for 
seating. Suture of the superior portions of the com- 
missures then gives excellent fixation. 

—Stephen A. Zieman, M.D. 


Dysphagia Lusoria (L’arteria lusoria). ALpo Bico and 
Roserto Dati’Acgua. Radiol. med., Milano, 1959, 
45: 234. 


IN THIS CONGENITAL ANOMALY of the aortic arch, the 
innominate trunk is absent and the right subclavian 
artery originates as the last branch of the aortic arch, 
distally to the left subclavian artery. This anomaly 
was first described during the eighteenth century by 
Bayford, who applied the term “dysphagia lusoria.” 
Subsequently, this term was applied to various mal- 
formations of the aortic arch or to the syndrome of 
dysphagia associated with them. Normally the fourth 
branchial arch on the left assumes a larger caliber and 
finally becomes the aortic arch. The proximal portion 
of the fourth branchial arch on the right gives rise to 
the innominate artery and to the right subclavian 
artery, while the distal segment of the arch becomes 
atrophic and obliterated. When the right branchial 
arch, instead of becoming obliterated in its distal 
portion does so in its proximal portion, the right sub- 
clavian artery takes origin from the remaining bran- 
chial segment, which finally becomes the distal aortic 
arch. Therefore, by an error of development, the 
right subclavian artery instead of originating from the 
innominate artery branches off from the aortic arch, 
either directly on the arch itself or from a small 
diverticulum of the arch. 

The frequency of this malformation in autopsy 
statistics ranges from 0.4 per cent to 1.6 per cent. 
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Usually, the anomalous right subclavian artery orig- 
inates from the posterior wall of the aortic arch and 
going to the right, crosses the midline at a variable 
level between the seventh cervical vertebra and the 
fifth dorsal vertebra. Most frequently the innominate 
artery passes between the vertebral column and the 
esophagus. Less frequently it passes between the 
esophagus and the trachea and rarely it is anterior to 
the trachea. In 80 per cent of cases the aberrant 
artery is retroesophageal. 

The best way of recognizing this malformation 
roentgenographically is by means of a barium swal- 
low examination. Changes in the esophageal contour 
produced by the aberrant vessel are particularly ob- 
vious. The artery running behind the esophagus from 
left to right and from caudad to cephalad creates a 
characteristic notch on the left side of the posterior 
wall of the esophagus. This is best seen on left anterior 
oblique views. In those rare cases in which the artery 
passes between the esophagus and the trachea the 
notch created by the artery is located on the anterior 
wall of the esophagus. In these cases the abnormal 
image is best seen on right anterior oblique views, 
since the notch is situated on the right side of the 
anterior wall of the viscus. 

In most cases of patients with anomalous right sub- 
clavian artery there are no clinical symptoms at all to 
indicate the existence of this anomaly. Most often it 
is found during a routine barium swallow examina- 
tion for some other gastrointestinal condition. 

The authors have encountered 10 cases of anoma- 
lous right subclavian artery during 2,000 roentgeno- 
graphic studies of the esophagus, thus giving an 
incidence of 0.50 per cent. In all cases the anomalous 
vessel was retroesophageal in location. In 5 cases the 
aberrant right subclavian artery originated from a 
sacciform dilatation of the aortic arch. In none of the 
patients were there any symptoms attributable to the 
vascular malformation. —Réne B. Menguy, M.D. 


Surgical Correction of Transposition of the Great 
Vessels. AKE SENNING. Surgery, 1959, 45: 960. 


Two NEW METHODS for the surgical correction of 
transposition of the great vessels were devised and 
each was tested clinically. In the first method, cor- 
rection was made on the arterial side. The pulmonary 
artery was dissected free from the left ventricle and the 
root of the aorta with its coronary vessels sutured to 
the mitral valve and the left ventricle. An ivalon 
sponge was sutured into the ventricular septal defect 
and to the right of the aorta. The root of the pul- 
monary artery was sutured to the right ventricle. This 
technique was used in 3 operations for transposition 
of the great vessels. There was one survivor. 

The second method was used on 4 patients. It con- 
sisted in the creation of a venous and arterial atrium. 
Incisions were made (1) in the right auricle between 
and in front of the venae cavae, and (2) in the right 
pulmonary veins at the entrance into the left auricle. 
A posterior flap was formed by a U-shaped incision in 
the atrial septum. The atrial septal flap was sutured 
to the posterior wall of the left auricle in front of the 
left pulmonary veins. The upper, middle, and lower 
corners of the flap were sutured to the posterior part 
of the right auricle and to the remainder of the 


interatrial septum. The arterial atrium consisted of 
the posterior part of the left atrium with the entrance 
of the pulmonary veins and the anterior part of the 
right atrium. The venous atrium consisted of the 
anterior part of the original left atrium and the 
posterior part of the right atrium. One patient sur. 
vived this procedure. —B. G. P. Shafiroff, M.D. 


Management of Coarctation of the Aorta in Infancy, 
. D. Mortensen, P. R. Cutter, W. R. Rumet, and 
. G. Veasy. J. Thorac. Surg., 1959, 37: 502. 


One PHASE of the coarctation problem is controver- 
sial, that of the infant with congestive heart failure 
associated with coarctation of the aorta. The points of 
general agreement relative to such a patient are that 
coarctation of the aorta is a common cause of con- 
gestive heart failure occurring in the first year of life; 
and when present, coarctation can usually be recog- 
nized clinically if considered and looked for in the 
infant who suffers from congestive failure. Lastly, 
congestive heart failure in infants who have coarcta- 
tion of the aorta constitutes a serious situation with an 
extremely high mortality. 

It appears evident that a completely satisfactory 
explanation for the development of congestive heart 
failure in infants with coarctation is not available in 
most cases. A factor of considerable significance, how- 
ever, seems to be the coexistence of other serious 
cardiovascular anomalies in patients with coarctation. 
The incidence of associated serious defects in infants 
with coarctation who develop congestive heart failure 
early seems to be about 40 per cent, while of patients 
whose coarctation remains asymptomatic until later 
life only about 15 per cent have serious associated 
cardiovascular anomalies. 

One would expect the degree of constriction present 
to play an important role in the ease with which 
congestive failure develops. However, there is no 
evidence available at present to indicate that either 
the narrowness of the constriction or the height of the 
systolic pressure can be correlated accurately with the 
time of development of congestive failure. 

The basic biologic and environmental differences in 
patients are of considerable importance. The fre- 
quency and severity of respiratory tract infections. the 
ability of the infant to resist infection, the home 
environment and hygienic care received. the inherent 
biologic vigor or toughness of the patient, and such 
related factors may be most important in determining 
just which infant can make the necessary physiologic 
adjustments to avoid cardiac decompensation while 
another baby will succumb to heart failure, both 
having comparable anatomic defects. 

An additional factor is the common failure of 
parents, as well as pediatric consultants, to maintain 
adequate digitalization. Once the baby seems to be 
doing well the tendency to omit the digitalis is ever 
present. With rapid growth of the child, the main- 
tenance requirements for digitalis mav vary consider- 
ably. It is well known that redigitalization is com- 
monly needed and that recurrent episodes of 
congestive failure will occur rapidly if extreme care 
and close observation are not carried out in each case. 

Every infant with evidence of congestive heart 
failure should be examined carefully for signs of 
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coarctation of the aorta. When coarctation is recog- 
nized in such an infant in congestive failure, intensive 
medical management with digitalis, diuretics, and 
antibiotics, if indicated, is carried out. If clinical 
response to medical management is excellent, if blood 
pressure in the arms is under 150 systolic, if the heart 
is not grossly enlarged after complete digitalization, 
and if circumstances permit a good long term medical 
program with frequent examinations, then deferring 
definitive surgical treatment until later childhood is 
considered, the patient being carefully followed on a 
strict medical regimen. All other infants with coarcta- 
tion of the aorta who have had congestive heart 
failure are considered best treated by surgical excision 
of the coarctation. Furthermore, if congestive failure 
recurs in a patient being managed medically, surgical 
treatment is then recommended. 

Eight operations for coarctation in infants less than 
one year of age without a death are reported. The 
magnitude and risk of operation in these tiny infants 
are emphasized. —Stephen A. Zieman, M.D. 


Single Catheter Gravity Drainage of the Right 
Atrium or Right Ventricle During Total Cardiac 
Bypass. GUMERSINDO BLaNco, CLEMENTE Oca, ETANI- 
sLAo Rey Battar, Henry T. Nicuois, and CHARLES 
P. Baitey. Dis. Chest., 1959, 35: 554. 


THE AUTHORS have modified the siphon gravity 
drainage of the venous return—classically accom- 
plished by catheters in the superior and inferior venae 
cavae—by inserting a single catheter into the right 
auricle or the right ventricle. Such drainage is appli- 
cable only to bypass employed during operative pro- 
cedures on the left heart chambers or ascending aorta. 

In experiments it has been used in both the right 
atrium and right ventricle. The right atrium is en- 
tered through the auricular appendage. In other 
experimental preparations, the No. 24 French cath- 
eter was inserted through the right ventricular out- 
flow tract and directly into the right ventricle. 

In the 29 dogs so studied, the results were emi- 
nently satisfactory. Venous return paralleled closely 
the arterial pumping rates and reflected accurately 
the status of the total circulating volume. Blood 
losses were rapidly reflected in the blood level in 
the venous reservoir which was 40 to 50 cm. below 
the operating table. By the same token overtrans- 
usion could cause an obvious increase in the level of 
blood in the reservoir. Venous pressures were 5 to 10 
cm. lower than those recorded before bypass, and 
the arterial pressures were kept at mean values be- 
tween 60 and 110 mm. Hg during the perfusion by 
the use of flow rates between 50 and 70 c.c. per 
kgm. per minute. 

Since October 1957, 16 patients have been oper- 
ated on using a single catheter gravity drainage tech- 
nique. The clinical experiences paralleled those in 
the laboratory and were most gratifying. The only 
difficulty encountered was during the 1 case of an 
open coronary endarterectomy. In this instance the 
atrial purse-string suture became loose, with the con- 
sequent dislodgement of the catheter and exposure 
of the holes at its tip. Air was thus sucked into the 
drainage tubing, breaking the siphon. This permitted 
blood to enter the pulmonary circulation of the left 
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side of the heart and resulted in massive blood loss 
requiring termination of the procedure. 

The patient survived, but the incident demon- 
strates the importance of the accurate placing and 
anchoring of the draining catheter. 

— Ward D. O’Sullivan, M.D. 


Postpericardiotomy Syndrome in Congenital Heart 
Deformities. JoHNn L. JoHnson. Am. Heart 7., 1959, 
57: 643. 


THIS ARTICLE re-emphasizes the importance of recog- 
nizing the postpericardiotomy syndrome as it occurs 
in nonrheumatic patients, because of the increasing 
number of congenital cardiac defects that are being 
surgically attacked. 

During a recent 3 year period the author saw 11 
patients with varying degrees of this clinical entity. 
There were 6 females and 5 males ranging in age 
from 2 to 25 years. Seven of these patients had atrial 
septal defects, 3 had pulmonic stenosis, and 1 had 
aortic stenosis. 

The symptoms noted were in the following order 
of frequency: fever, 11; apprehension, 4; generalized 
chest pain, 3; pain in the left shoulder, 3; and sub- 
sternal pain, abdominal pain, and vomiting in 2 
instances each. The physical findings were a friction 
rub, decreased breath sounds, and a tender or en- 
larged liver in 6 patients, poor heart tones in 4, and 
pallor in 3. Other physical findings noted in some 
instances were dyspnea, a gallop rhythm, and tachy- 
cardia. 

Five case reports with the accompanying roent- 
genograms are presented to demonstrate these features. 

Only 1 patient of the 11 did not make complete 
recovery with time. This patient later demonstrated 
proved subacute bacterial endocarditis with pul- 
monary infarction. The author mentions that no 
specific cause for this syndrome is known, but that 
trauma to the mvocardium and perhaps some intra- 
pericardial bleeding are presumed as possibilities. 
The association of pleural effusion and pneumonia 
is not explained by this presumption, but it has pre- 
viously been brought to light that these complications 
frequently occur with idiopathic pericarditis. No 
evidence of rheumatic activity was observed in any 
of the cases. 

The difficulty in determining the true incidence of 
this clinical entity is acknowledged and hope is ex- 
pressed that, with increased awareness of its occur- 
rence after intrapericardial procedures for non- 
rheumatic conditions, the incidence can be learned. 

— Robert W. Williams, M.D. 


Simultaneous Repair of Mitral and Tricuspid Valves 
Through the Right Atrium and the Interatrial 
Septum. Ormanp C. Jutian, Mariano Lopez-Be io, 
Wituiam S. Dye, HusHano Javin, and Others. Arch. 
Surg., 1959, 78: 745. 


SECONDARY TRICUSPID REGURGITATION is frequently 
responsible for serious downgrading of the clinical 
status of patients whose only primary rheumatic valvu- 
lar lesion is of the mitral valve. Tricuspid valvular 
sufficiency is usually a more or less delayed benefit of 
mitral valve commissurotomy or repair. The question 
arises as to whether or not repair of the tricuspid 





regurgitation accomplished at the same time as re- 
pair or commissurotomy of the mitral valve would be 
beneficial in terms of providing more rapid and certain 
improvement in cardiac competency. The technique 
of repair of the tricuspid valve and the results ob- 
tained in a small series are presented in exploration 
of the idea that tricuspid regurgitation is an indica- 
tion for open mitral surgery. 

The presence of a regurgitant element is the clearest 
indication for the use of open, rather than closed, 
approach to the mitral valve. No amount of careful 
preoperative study, however, seems to make it possible 
to be completely successful in evaluating the presence 
and degree of regurgitation accompanying mitral 
stenosis. On this basis, we are perhaps on the way to 
the routine application of open methods to all surgery 
for mitral disease. At present the risk and the mag- 
nitude of the problems of personnel and supply in 
carrying out cardiopulmonary bypass inhibit this step. 

A second indication for open approach to the mitral 
valve exists in relation to reoperation on patients 
whose symptoms have recurred after a mitral com- 
missurotomy by closed methods. It is probable that 
several types of valves should be reoperated upon 
under direct vision, some by another blind commis- 
surotomy, and some should not be subjected to a 
second operation. 

Clots within the chamber of the left atrium would, 
if their existence could be known, be clear indication 
for open mitral procedures. 

In the authors’ present series of open operations for 
correction of acquired valvular defects, 8 patients had 
a tricuspid-annulus-plication procedure at the same 
time that the mitral valve was operated upon. All 8 
patients were in class 3 or 4 on the basis of their cardiac 
status during optimum medical management. There 
have been 4 deaths. 

The technique of operation is adequately described 
and illustrated. 

Of the 8 patients who had this combined procedure, 
1 died of uncontrollable ventricular fibrillation, which 
had its onset several minutes after restoration of cardiac 
action in auricular fibrillation. A second immediate 
death occurred in the patient having the highest pul- 
monary vascular resistance secondary to pulmonary 
changes. Two late deaths have occurred, one 40 days 
and one 70 days after operation. The first of these was 
that of awoman in whom a wound infection developed. 
The second late death was that of a man in whom 
marked changes in liver function were known to be 
present, secondary to the long-standing cardiac prob- 
lem. In this latter case autopsy showed a failure of 
both plication areas, with cutting through of the 
sutures and breakdown of the repair. 

Significant improvement in cardiac size and con- 
tour has been observed in each of the remaining 4 
patients. The clinical improvement in exercise toler- 
ance is significant in each. 

In planning this double valvular repair, considera- 
tion was given to the possibility that surgically induced 
acute tricuspid competency might be deleterious 
rather than helpful. However, in the absence of 
anatomic pulmonary arterial change the increase in 
right ventricular efficiency resulting from acute com- 
petency of the valve should be markedly beneficial. 
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The mitral valve is far more accessible through the 
interatrial septum than through the left atrial wall 
approached through the right side of the chest, 
Cardiac arrest provides a quiet operative field and 
allows for easy retraction and rotation of the heart 
when this is desirable. 

On the basis of this small series of simultaneous re- 
pair of the tricuspid valve during mitral valve sur- 
gery, it is suggested that unremitting tricuspid insuf- 
ficiency is an .additional indication for open mitral 
surgery, as opposed to closed commissurotomy in 
mitral stenosis. Also, when open repair of the mitral 
valve is required for regurgitation, concomitant tri- 
cuspid repair should be done. Every effort, however, 
should be made to abolish secondary tricuspid insuf- 
ficiency by medical means before surgery. 

A further deterrent to this combination of mitral 
and tricuspid surgery is the presence of severe pul- 
monary vascular changes secondary to the long- 
standing heart disease. This is not a new contraindi- 
cation to surgery, having long been an important 
factor in the selection of patients for closed mitral 
commissurotomy. —A. M. Simpson, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Ulcer of the Esophagus. P. Rupsrrém and B. Drert- 
NER. Acta chir. scand., 1959, 116: 186. 


THIs REPORT is concerned with results following opera- 
tion on 8 patients with solitary callous ulcer of the 
esophagus. The authors state that two types of ulcera- 
tion occur in the esophagus, multiple superficial ulcers 
and solitary deep ulcers. The former are often acute, 
bleed readily and may result in stenosis. This type of 
ulceration is often accompanied by esophagitis. Soli- 
tary ulcers of the esophagus resemble those of the 
stomach and duodenum, although they are rare. The 
authors believe that the corrosive action of hydro- 
chloric acid and pepsin from the stomach is an im- 
portant etiologic factor. 

The chief symptoms in the 8 cases reported were 
recurrent, extremely severe retrosternal pain at the 
level of the lesion. The pain was combined with a 
burning sensation and a feeling of obstruction to the 
passage of food. Dysphagia and appreciable weight 
loss were also encountered. In 1 case severe hemor- 
rhage was thought to be due to the solitary ulcer. 

Roentgen examination is the most valuable diag- 
nostic aid. Early in the disease the ulcer alone may be 
visualized, but as the condition progresses, moderate 
stenosis develops. Marked dilatation of the esophagus 
is rarely seen. Usually the diagnosis of carcinoma is 
made. 

The operative technique performed was resection 
of the distal esophagus and upper stomach. The gas- 
tric stump was left small by means of resection of the 
lesser curvature. The gastric incision was closed, and 
the esophagus anastomosed to the anterior wall of the 
stomach with interrupted silk sutures. No serious post- 
operative complications occurred and no deaths were 
recorded. All 8 patients were reported to be free from 
swallowing difficulties and showed rapid improvement 
with appreciable weight gain. The authors believe 
this procedure is the ideal method of treating solitary 
esophageal ulcers. — John H. Schneewind, M.D. 
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Statistical Review of 5 Year Survivals After Surgery 
for Carcinoma of the Esophagus and Cardial Por- 
tion vd the Stomach. Komer Nakayama. Surgery, 1959, 
45: 883. 

From 1946 through 1957, 6,044 patients with all types 

of carcinoma were observed and treated. The in- 

cidence of carcinoma of the esophagus and the cardial 
portion of the stomach was 2,382 cases (26 per cent) 
and of these, 975 patients were operated upon. Car- 
cinoma of the upper and midthoracic esophagus was 
treated successfully by esophagectomy and ante- 
thoracic esophagogastrostomy with a mortality rate of 

9.2 per cent. When the same condition was treated by 

intrathoracic esophagogastrostomy or an esophago- 

gastrostomy in the neck the mortality rate was 15.8 

per cent and 33.3 per cent, respectively. For carci- 

noma of the lower part of the esophagus and the 
cardial portion of the stomach, abdominal esophago- 
gastrostomy and esophagogastroenterostomy yielded 

a mortality rate of 3.2 per cent and 2.1 per cent. The 

“hanging up” method yielded a mortality rate of 22.5 

per cent for the same condition. The 5 year survival 

rate for carcinoma of the esophagus was 18.4 per cent 
and for carcinoma of the lower esophagus combined 
with carcinoma of the cardia was 12.2 per cent. This 
surgeon believes he has proved statistically that 
antethoracic esophagogastrostomy offered better 
surgical results than intrathoracic anastomosis. 

—B. G. P. Shafiroff, M.D. 


Malignant Tumors of the Esophagus (Tumores 
a ce do eséfago). Fiorentino Costa Ramos. 
Arq. pat., 1958, 30: 539. 

Tue FicurEs from the Portuguese Institute of On- 
cology, Lisbon, Portugal, show that since 1946 malig- 
nant tumors of the esophagus have comprised 1.3 per 
cent of all malignant tumors; 7.1 per cent of all 
malignant tumors of the digestive tract, and 15 per 
cent of this last figure when malignant tumors of the 
mouth are excluded (a grand total of 370). The ages 
of the patients ranged from 26 to 85 years, with an 
average age of 60 years; there were 5 times as many 
men as women. The malignant tumors of the upper 
portion of the esophagus comprised 17.3 per cent; 
those of the middle portion 47.3 per cent, and those of 
the lower portion 35.4 per cent. 

In this material there was not a single case of sar- 
coma. Ten per cent were so-called glandular car- 
cinomas (trabecular, alveolar, and adenocarcinomas), 
all of which were located beneath the diaphragm. 
There was not a single glandular carcinoma located 
above the diaphragm. The remainder were malpigh- 
ian, pavement-cell epitheliomas, the majority of which 
were of the spinocellular type, although they exhibited 
various grades of differentiation. 

In the matter of diagnosis, an extremely important 
place is occupied by the roentgenographic examina- 
tion; bronchoscopy is regarded as merely a supple- 
mentary procedure, principally to aid in obtaining 
biopsy specimens. 

The treatment consisted of surgery and irradiation. 
In 23 instances only an exploratory operation was per- 
formed; in 44 other patients the operation was pal- 
liative (gastrostomy or jejunostomy). In only 12 in- 
stances was a resection of the tumor attempted. Four 
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of these patients were operative deaths, that is, they 
died within 30 days after surgical resection of the 
tumor. The average period of survival after resection 
for the remaining 8 patients was 13.7 months, con- 
sidering 1 patient lost to follow-up as dead. Thus, 
counting all patients, the period of survival averaged 
8.5 months. One of these 12 patients is still living, 
still suffering, at the end of 4 years and another at the 
end of 3 years. Two lived for 14 months after the 
resection, 1 for 13 months, and 1 for 33 months. All 
the rest died within 1 year. 

The great majority of these patients received ir- 
radiation therapy. These were in large part the pa- 
tients whose general conditions were poor, or who 
were transferred for this therapy after being rejected 
for surgery. The only contraindications for irradia- 
tion treatment were complete stenosis, paralysis of the 
recurrent nerve, or supraclavicular adenopathy and 
distant metastases. Excluded also were those patients 
with dysphagia of rapidly progressive character and 
with stubborn thoracic pains that did not regress 
during the period of treatment. Nevertheless, the 
patients undergoing irradiation therapy showed a 
period of survival, after treatment, of 18 months. 
Radium therapy was rarely resorted to in this series. 

All in all the author considers the results here dis- 
cussed as good (16 per cent of survivals beyond the 
third year) for this type of material and, when appa- 
ratus for high-voltage therapy becomes available, the 
survival time should be increased. 

— John W. Brennan, M.D. 


Leiomyoma of the Esophagus, THomas W. Suieps. 
Q. Bull. Northwest. Univ. M. School, 1959, 33: 29. 


THE MOST COMMON BENIGN TUMOR of the esophagus is 
the leiomyoma. The author reports the cases of 3 
esophageal leiomyomas treated surgically and of 11 
discovered at autopsy. 

Eleven leiomyomas of the esophagus were found in 
770 autopsies during a 4 year period. The tumors 
were all intramural and varied in size from 0.3 to 
1.0 cm. The distribution of the tumors was as follows: 
1 in the upper third, 2 in the middle third, 7 in the 
lower third of the esophagus, and 1 at the cardio- 
esophageal junction. In the same autopsy series, 7 
leiomyomas of the stomach, 1 of the duodenum, and 
1 of the rectum were found. 

These tumors when noted clinically have usually 
been symptomatic. Only 13 per cent have been re- 
ported as asymptomatic. The patient usually com- 
plains of some degree of dysphagia, retrosternal pain, 
digestive complaints, or respiratory symptoms. The 
dysphagia may be of varying degree, and this appears 
to be independent of the size and location of the 
tumor. 

The diagnosis of tumor is usually made by endo- 
scopic and roentgen examination and the proof of 
leiomyoma depends upon the removal and micro- 
scopic examination of the tumor. 

The barium esophagram demonstrates a smoothly 
rounded or elongated defect without evidence of 
mucosal involvement. Esophagoscopy confirms an 
extramucosal tumor, which is firm and easily pushed 
aside by the esophagoscope. The mucosa may be 
flattened but is not involved by the tumor. 





Surgical removal of the tumor is the treatment of 
choice once the tentative diagnosis has been made. 
A transpleural approach with enucleation of the 
tumor without damage to the mucosa is recommend- 
ed. Occasionally the size, shape, or adherence of the 
tumor will necessitate esophageal resection and 
anastomosis. 

The 3 clinical cases are reported in detail with the 
roentgenographic findings. — John H. Davis, M.D. 


Postcricoid Carcinoma and Obstructing Lesions of 
the Thoracic Esophagus. Henry J. Hemuicu. Arch. 
Otolar., Chic., 1959, 69: 570. 


THE AUTHOR presents an operation which makes it 
possible to replace the entire esophagus, from the 
pharynx to the cardia. The procedure has been used 
personally by the author in the treatment of 10 pa- 
tients with benign and malignant esophageal lesions. 

The abdomen is entered through a left subcostal 
incision. The tail of the pancreas is freed from its bed. 
The splenic vessels are ligated in the hilus of the 
spleen, the origin of the left gastroepiploic vessels 
being preserved, and the spleen is removed. The blood 
passing through the splenic vessels is now directed 
into the left gastroepiploic vessels. An incision is made 
into the greater curvature of the stomach through the 
anterior and posterior walls of the antrum, approxi- 
mately 5 cm. proximal to the pylorus. The incision is 
extended parallel to the greater curvature at a dis- 
tance of 2 cm., through both walls of the stomach 
to a point high on the fundus. The incised edges of 
the anterior and posterior walls of the stomach are 
sutured together, forming the gastric tube. 

A lateral cervical incision is then made on the left 
side parallel to the sternocleidomastoid muscle and 
a subcutaneous tunnel is created in the avascular 
plane anterior to the sternum, extending from the 
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xiphoid to the incision in the neck. The gastric tube 
is drawn through the tunnel and into the neck, accom. 
panied by its vascular supply, the left gastroepiploic 
vessels. The cervical esophagus is dissected free and 
transected approximately 2 cm. distal to the pharynx, 
The reversed gastric tube is anastomosed end-to-end 
to the proximal cervical esophagus, restoring gastro- 
intestinal continuity. If the esophageal obstruction is 
caused by a benign stricture or has been proved to 
be an inoperable carcinoma, it is not necessary to 
enter the chest. If a resectable carcinoma is present, 
a right thoracotomy incision is made and the entire 
esophagus is resected. The author prefers to perform 
the thoracotomy at a second stage, 10 days to 2 weeks 
postoperatively. — Bernard C. Gerber, M.D. 


MISCELLANEOUS 


Transverse Sternotomy (Alcuni rilievi anatomochirur- 
gici sulla toracosternotomia trasversale). Gu1orcio 
Amprosi. Anat. chir., Rome, 1958, 3: 281. 


TRANSVERSE STERNOTOMY was first described by John- 
son and Kirby in 1951. The author practiced this 
approach on 12 cadavers and discusses his anatomic 
investigations. The third, fourth, and fifth interspaces 
were investigated. Only the fourth and fifth inter- 
spaces are of value, the third interspace giving little 
exposure since it is above the level of the main organs 
and vessels. The incision may be extended to the 
axillary lines on either side. 

The author suggests that thoracotomy by the an- 
terior transternal route may provide a convenient sur- 
gical approach to the great vessels, the pericardium 
and the heart with its valvular orifices, and the pul- 
monary vascular stem, as well as for the surgical 
management of hernias of the foramen of Morgagni. 
—Lucian J. Fronduti, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Inguinal Hernia in Infants and Children. Carrinc- 
TON WILLIAMS, JR. Virginia M. Month., 1959, 86: 314. 


INGUINAL HERNIA is one of the most common pediatric 
surgical conditions. An operation should be per- 
formed as soon as the hernia is discovered. Trusses 
cause harm and should not be used for small children. 

Hernias in children are the result of failure of fusion 
of the pathways of testicular descent. They are always 
indirect. There is no muscular weakness as there is 
in direct hernia or as is present in umbilical hernias. 
It is unlikely that cure by spontaneous closure or by 
continued use of a truss ever occurs. 

In childhood the omentum is seldom found in 
hernial sacs. The small bowel is the organ most prone 
to enter the sac, although sliding hernias of bladder, 
colon, or female adnexa are often seen. Incarceration 
is common. 

It is difficult to feel the external ring through the 
scrotum in a child. By rolling the spermatic cord 
from side to side under the index finger against the 
pubic bone, one can feel a thickening of the cord and 
a “swish” when a hernia is present. This is a reliable 
finding and is proof of the hernia’s presence. The 
parents’ history of a lump in the groin aids the surgeon 
in diagnosis. 

Incarceration occurs in 25 per cent of childhood 
hernias and is the first sign in about 15 per cent. 
It requires immediate attention. Nearly always the 
hernia is reducible by taxis with the aid of steep 
Trendelenburg’s position, sedation, and ice packs. 
Infants may be held by the feet with the head down. 
Because of edema it is preferable to reduce the hernia 
and to operate electively. 

One reason for early operation of childhood hernia 
is the possibility of testicular or ovarian damage. 

A transverse incision under general anesthesia is 
recommended. The sac is dissected without disturb- 
ing the cord. The sac is ligated after twisting it on 
itself and excised. A simple closure is done. Shifting 
of muscles may predispose to later development of 
direct hernia. Silk or cotton suture material is prefer- 
able to catgut. 

Early discharge from the hospital and return to full 
activities in 3 to 4 weeks is recommended. 

In the past 9.5 years the author and his associates 
have performed 212 operations on 208 children with 
inguinal hernia. There have been no recurrences and 
no deaths. —Frederick W. Preston, M.D. 


Inguinal Hernia: An Anatomic-Surgical Correlation. 
HARLES A, GrirFiTH. Surg. Clin. N. America, 1959, 39: 
ool. 


THE AUTHOR states that the anatomic and pathologic 
variation of the inguinal structures in the presence of 
hernia precludes the adoption of any routine opera- 
tion, and believes that it is necessary to emphasize 
the fundamental significance of transversalis fascia in 
all inguinal hernias and their repair. 
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A detailed description is presented of the anatomy 
of the transversalis fascia. The author describes the 
iliopubic tract as a fusion of the fascia overlying the 
iliopsoas muscle and the transversalis fascia running 
from the anterior superior iliac spine to the pubis. 
The iliac fascia between the iliopubic tract and 
Cooper’s ligament covers the femoral ring and pre- 
vents femoral hernia. 

When a narrow indirect sac has not dilated the 
internal ring and the inguinal floor is strong, high 
ligation of the sac cures the hernia. This situation 
usually applies only to infants. 

When the indirect sac has dilated the internal ring 
and the inguinal floor is still strong, high ligation of 
the sac plus closure of the internal ring is required. 
This condition, according to the author, is found 
most commonly in infants and children but also 
in many young adults and rarely in the middle aged 
and elderly. 

When the indirect sac has dilated the internal ring 
and in the absence of direct hernia the inguinal floor 
is lax and weak, high ligation of the sac plus strength- 
ening the inguinal floor by plication of transversalis 
fascia should be done. The technique for this pro- 
cedure is described in detail; transversalis fascia is 
used superiorly and Cooper’s ligament and the ilio- 
pubic tract inferiorly. Direct hernias are converted 
into indirect sacs by Hoguet’s maneuver and then 
removed with high ligation. If the transversalis fascia 
surrounding the defect is strong, the inguinal floor 
may be repaired by a plication of this structure. 
Usually the inguinal floor has been destroyed and 
then transversus abdominis aponeurosis or the lateral 
border of the rectus sheath is sutured to Cooper’s 
ligament. Tension at the suture line is relieved by the 
relaxing incision. Should the relaxing incision fail 
to relieve tension then the inguinal ligament plus 
the iliopubic tract should be used instead of Cooper’s 
ligament. The internal ring should be closed laterally 
by suture of transversalis fascia down to the ilio- 
pubic tract. —John H. Schneewind, M.D. 


GASTROINTESTINAL TRACT 


Lipoma of Stomach (II lipoma dello stomaco). C. 
ANzI and D. Lonpe. Arch. ital. chir., 1959, 84: 455. 


THE AUTHORS REPORT 2 CASES of lipoma of the stomach 
and review the literature. 

The first patient was a 57 year old female who was 
found to have a large mass in the antral portion of the 
stomach. A two-thirds gastric resection was performed. 
The second patient was a 43 year old male who was 
found to have a large round mass in the inferior third 
of the stomach in the intraparietal portion. An ample 
gastric resection was performed. 

Lipomas of the stomach are considered quite rare, 
and a review of the literature shows only 119 reported 
cases. In most cases simple enucleation is recom- 
mended for the simple, subserous, easily recognized 
lipomas. For the simple submucous type, a local resec- 








tion is advised. If the lipomas are multiple, compli- 
cated by hemorrhage, or associated with other lesions 
a radical resection is recommended. 


—Lucian J. Fronduti, M.D. 


The Bioptic, Secretory, and Endoscopic Picture of the 
Gastric Mucosa in Roentgenologically Demon- 
strated Hypertrophic Gastritis (Das _bioptische, 
sekretorische und endoskopische Bild der Magen- 
schleimhaut bei Roentgenbefund hypertrophischer 
Gastritis). R. CrHert, L. Ortva, M. Dopero, and 
G. CELE. Fortschr. Réntgenstrahl., 1959, 90: 403. 


THE VARIOUS TYPES OF GASTRITIS constitute a complex 
roentgenologic problem. Whereas formerly it was 
considered that roentgen findings in hypertrophic 
gastritis were characteristic, it has later been agreed 
that all manner of changes in the mucosal folds may 
occur in all types of gastritis. Some advances in roent- 
genologic interpretation have been possible, owing to 
gastroscopic and gastrobioptic studies, and a com- 
bination of roentgenographic and gastroscopic pro- 
cedures has been suggested to secure a more complete, 
uniform, and practically valuable image of the gas- 
tritic process. 

Roentgenography yields excellent results in the 
diagnosis of simple atrophy of the mucosa, particular- 
ly in the diagnosis of the atrophic-hyperplastic type. 
Gastroscopy may supplement and complete a roent- 
gen diagnosis of gastritis. However, roentgenography 
per se offers no certain elements for the diagnosis of 
gastritis. It is emphasized that Palmer, in his biopsy 
study of 43 cases of hypertrophic gastritis, found a 
normal histologic picture in 32 cases and ascribed the 
findings in hypertrophic gastritis to increased irrita- 
bility of the muscularis mucosae. 

The present authors compared histologic findings 
with endoscopic, bioptic, and secretory findings in an 
attempt to ascertain the true anatomic significance of 
hyperplastic and tortuous mucosal fold images. The 
series was limited to 42 patients with gross typical 
changes in the mucosal image. A fairly significant 
correspondance of bioptic with secretory findings con- 
firmed their theory that certain secretory conditions 
depend upon a corresponding anatomic condition of 
the glandular system. Results were variable in super- 
ficial gastritis. Secretory disturbances were marked in 
preatrophic and atrophic gastritis. Much less agree- 
ment was shown between bioptic and gastroscopic 
studies, most particularly in hypertrophic gastritis. 

The findings indicate that it would be difficult if 
not impossible to attach any unequivocal significance 
to the roentgen findings in hypertrophic gastritis, 
which vary widely from the bioptic findings. Endos- 
copy confirms to some extent the roentgenographic 
findings in hyperplasia of the mucosal folds, but there 
appears to be little or no agreement between the 
histologic and functional states. It becomes most im- 
portant, therefore, to attempt to ascertain the actual 
value of these various methods of examination. 

The greatest agreement was observed between 
histologic and secretory findings. A comparative 
study of bioptic and gastroscopic findings showed 
marked differences. Gastroscopic studies of patients 
with hypertrophic gastritis have shown normal 
mucosae, Also, a comparative study of gastroscopic 
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and secretory findings yielded similar results. It js 
therefore clear that accurate anatomic-functional 
means are not available for interpretation of the 
various significances of the mucosal hyperplasia. It 
is true that in patients with hyperplasia of the mucosal 
folds, one has almost always to deal with bioptically 
proven gastritis. It appears impossible to demonstrate 
any part played by the mucosa in the picture of hyper- 
plasia of the mucosal folds, justifying the assumption 
that the inflammatory process produces a hyperirrita- 
tion of the muscle fibers. The question as to why 
normal cases may show roentgen evidence of hyper- 
plasia of the mucosal folds remains unanswered. In 4 
cases irritative foci were discovered, including chole- 
cystitis in 1 case, chronic hepatitis in 2 cases, and 
tuberculosis of the adnexa in 1 case. Still another 
factor to be considered in the interpretation of results 
is the correlation between gastric tonus and hyper- 
plasia of the mucosal folds, but in the present series 
numerous cases of localized hyperplasia of the 
mucosal folds were observed in patients with marked 
gastric hypotonia. 

It is concluded that hyperplasia of the gastric 
mucosa is apparently due to reflex phenomena re- 
leased by various gastric processes with different 
anatomic-functional elements. Attention is drawn to 
the importance of roentgenologic evidence of hyper- 
plastic changes in gastritis as an indication for most 
careful examination of the gastric mucosa. All these 
methods of examination are important, but a roent- 
genographic diagnosis of hypertrophic gastritis re- 
quires affirmation or exclusion by other gastro- 
enterologic studies. —Edith Schanche Moore. 


A Review of Important Contributions of Surgery for 
Cancer of the Gastrointestinal Tract. CHARLEs W. 
Mayo and James W. Nixon, Jr. Am. 7. Digest. Dis., 
1959, 4: 401. 


ALTHOUGH many of the surgical procedures and meth- 
ods used today in the treatment of cancer of the gastro- 
intestinal tract are not new, they are being used with 
far better results than were previously obtained, be- 
cause of the introduction of chemotherapeutics and 
antibiotics late in the 1930’s. Safe blood transfusions, 
better anesthesia, and better understanding of fluid 
and electrolyte balance have also been major con- 
tributing factors to surgical progress. 

The treatment of choice for carcinoma of the stom- 
ach is adequate surgical resection when possible. The 
combined thoracoabdominal approach has been used 
with increasing frequency during the last few years 
and appears at the time of this review to be the opera- 
tion of choice for carcinoma of the cardia. Malignant 
tumors in the small bowel are rare, and cancer occurs 
less frequently in the jejunum and ileum than in the 
duodenum. Radical resection, even with the possibility 
of metastasis to the liver, is the preferred treatment 
for colonic carcinoids, since patients can live many 
years with metastasis. If the lesion has progressed to 
the point of inoperability, a short-circuiting procedure 
may be indicated in all but the most hopeless cases in 
order to obviate death by intestinal obstruction. 

One-stage resection and anastomosis without com- 
plemental ileostomy are used in practically all cases 
of carcinoma of the right portion of the colon. The 
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one-stage procedure is used almost entirely for car- 
cinoma of the left portion of the colon. 

Although many surgeons are reluctant to employ 
sphincter-saving procedures for lesions at or below the 
peritoneal reflection, the procedures do have a definite 
value. Proctoscopic examinations have become routine 
nowadays, and biopsy and fulguration of polyps within 
range of the sigmoidoscope undoubtedly have been 
one of the greatest steps in decreasing the mortality 
from carcinoma of the colon. The possibility of malig- 
nant development in familial polyposis is 100 per cent 
if given enough time. Some eminent surgeons feel that 
total colectomy with ileostomy should be employed, 
but ileosigmoidectomy is more commonly used and 
has yielded excellent results if the patient submits to 
proctoscopic examinations at 6-month intervals. 

Various important contributions can still be made 
to the surgeon’s lasting struggle with inflammatory 
and malignant disease of the intestinal tract. 


Observations on the Surgical Treatment of Peptic 
Ulcer. WiiutaM S. Cornet. Am. 7. Surg., 1959, 97: 
709. 


A QUESTIONNAIRE was sent to each of 101 patients who 
had undergone gastrectomy during a 6 year period, 
January 1, 1951 to December 31, 1956, at the Veterans 
Administration Hospital, Montgomery, Alabama. 
The questionnaire included items such as the presence 
of pain, ability to take a full diet, and weight gain. 

Indications for operation in these patients included 
massive hemorrhages or repeated bleeding from the 
ulcer, intractable pain, obstruction, and history of 
previous perforations. 

Ninety-one patients had 75 per cent of the stomach 
removed. In 19 cases an antecolic anastomosis was 
made whereas in 72 cases retrocolic anastomosis was 
performed. The usual type of resection was the 
Hofmeister isoperistaltic anastomosis. 

Sixty-two of the 101 patients returned their ques- 
tionnaires and 42 per cent received a score of excellent, 
28 per cent good, and 30 per cent poor. 

The author reports that while 87 per cent of the 
patients said they were satisfied with the operation 
only 54 per cent were relieved of pain. The facts that 
only 68 per cent of the patients were able to maintain 
or regain their preoperative weight and that 37 per 
cent noted vomiting as a symptom in the postoper- 
ative period indicate that results after this type of 
operation leave a good deal of room for improvement. 

— John H. Schneewind, M.D. 


Partial Gastrectomy and Peptic Ulcer. Hermon Tay- 
tor. Brit. M. F., 1959, 1: 1133. 


THE AUTHOR BELIEVEs that the usual gastroenterostomy 
for duodenal ulcer is inadequate, as is evident by the 
frequency and severity of postgastrectomy syndromes. 
In his series of 51 patients observed over a 10 year 
period after gastroenterostomy performed 15 years 
earlier in the usual manner, not quite one-half of the 
patients are fully well. Nearly two-thirds may be 
fairly regarded as satisfactory. However, a stomal 
ulcer has developed in over one-third of. all patients. 
The stoma continues to be vulnerable over the years, 
and the recurrent ulceration is not confined to the 
early postoperative period. 
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TABLE I.—OPERATIONS PERFORMED FOR 100 CASES 
OF PEPTIC ULCER 


Retrocolic no-loop anastomosis........... 54 cases 
PI III oo. ib.cdnceseecdceavce 31 
Duodenal* and gastric ulcers.......... 5 
Gastrojejumal ulcer. .......ccccccccecs 12 
Nid Wades cde adeticeieened 6 

Billroth I anastomosis..................-. 42 
WIIG Cuvctesasccoewisesass< 39 
Gastric* and duodenal ulcer ........... 3 

Antecolic anastomosis..............0005: 4 
IN oc Sac kas ce cauentsnctes 4 


*This lesion predominating. 
**One patient with bile vomiting. 


TABLE II.—TEN-YEAR RESULTS OF GASTRECTOMY 
FOR PEPTIC ULCER 


No-loop 
Billroth I retrocolic Total 
42cases 54 cases % 
IIE GINGER og onc viecccsictc 0 0 0 
a fact ds Sac ccewtndus 0 0 0 
Change to light work. .......... 3 9 12.5 
ail ds i Wadea cca weeeoe 0 1 1 
Be CONNER Sg vididie Vcieciceie crue 0 0 0 
Meals: 
| eee eee ee 0 0 0 
No sweet course............0+ 19 25 46 
PO sear idiice necwceweis 22 32 56 
Discomfort with full meal... .. 18 31 51 


Attaching the jejunum to the lesser curve of the 
gastric stump is the cause of major postgastrectomy 
syndromes. A full width stoma or valve is the tech- 
nique most likely to cause this. Further obstruction 
may result from the antecolic position of the stoma. 

To avoid these complications, the author has de- 
vised a method of gastrectomy in which a tube of 
fundus is mobilized to reach down to an anastomosis 
at the ligament of Treitz. The creation of an afferent 
jejunal loop is thereby avoided. No major post- 
gastrectomy symptoms have occurred in a 10 year 
follow-up of the results of this operation. One hundred 
consecutive operations for peptic ulcer are compiled 
in Table I, and Table II illustrates the results in 96 
cases. The group dates from March 1948 to provide 
a minimum of 10 years of observation. 

For gastric ulcer, the sole object is the removal of 
the lesion; an extensive resection is not required, and a 
Billroth I anastomosis is easily done. The results are 
excellent. —Charles Baron, M.D. 


Subtotal Gastric Resection. Epwin G. CLausEN and 
RosertT J. JAKE. California M., 1959, 90: 407. 


In a sErtEs of 400 cases of subtotal gastric resection 
for the treatment of benign ulceration of the stomach 
and duodenum there were 4 postoperative deaths (2 
due to anesthesia, 1 to postoperative hemorrhage, 1 
to peritonitis resulting from an unrecognized leak of 
the duodenal stump). In 65 per cent of cases gastro- 
jejunostomy anterior to the colon was carried out and 
in 14 per cent posterior gastrojejunostomy. Gastro- 
duodenostomy was performed in 21 per cent of cases 
and antral exclusion in 2 per cent. The most common 





intra-abdominal postoperative complication was hem- 
orrhage which occurred in 9 cases. Wound dehiscence 
occurred in 6 and leakage from duodenal stump oc- 
curred in 2. Extra-abdominal complications occurred 
in 11 per cent of operations, the most common being 
atelectasis which occurred in 27 patients. 

Fifty-six per cent of the patients had a perfect result, 
38 per cent satisfactory, and 6 per cent unsatisfactory. 
However, the postoperative nutritional status was 
sufficiently interfered with in a number of patients 
whose preoperative weight was subnormal that the 
routine adoption of 75 per cent gastric resection must 
be questioned. Vagotomy with either pyloroplasty or 
partial resection may prove to be the most valuable 
procedure for patients of this type. 

In properly selected patients gastric resection is a 
rewarding procedure for both patient and surgeon. 

—Frederick W. Preston, M.D. 


Disability Following Gastric Surgery for es 
Disease, as Observed by the Internist. Eppy D. 
Paver. Ann. Int. M., 1959, 50: 928. 


Tuts REPORT deals with a group of patients with various 
postoperative problems observed by an internist. 

It comprises 157 patients who underwent stomach 
operations for benign disease. In 83 instances the op- 
eration was a Billroth II subtotal gastrectomy; in 40, 
vagotomy and gastroenterostomy; in 29, simple gas- 
troenterostomy; and in 5, total gastrectomy. Duodenal 
ulcer and its complications was responsible for opera- 
tion in 104 cases; gastric ulcer and its complications in 
23. The remaining cases were of unusual origin. 

In 56 per cent an organic postoperative complica- 
tion was found with or without additional functional 
problems; in the other 44 per cent the symptoms were 
judged to have a nonorganic basis. Among the organic 
complications the most common were anastomotic 
ulcer; active duodenal ulcer, which was found in six 
of twenty-nine simple gastroenterostomies; gastric ul- 
cer; erosive gastritis and esophagitis; and postoperative 
hemorrhage. Carcinoma of the stomach was found in 
2 cases; in 1, 26 years after subtotal gastrectomy and 
in the other 8 years after vagotomy and gastroen- 
terostomy. 

The nonorganic syndromes themselves were quite 
difficult to classify. Difficulty with meals, especially 
simple anorexia and quick filling, was common. This 
complaint showed no tendency to diminish as the 
years passed. The most difficult group of all was com- 
posed of 30 patients who had undergone an emotional 
change which among other things destroyed part of 
their initiative. They seemed to be abnormally de- 
pendent on both medical and family figures in a com- 
pulsive way. In some cases, the trouble began long 
after surgery. In only one-third of the cases of the 
dumping syndrome did the symptoms begin immedi- 
ately after operation, and in 1 case the onset was 
delayed for 4 years. 

The author points out that the ulcer patient who 
symptomatically responds least well to medical treat- 
ment is the one who responds least well to surgical 
treatment. He believes that in many cases the post- 
operative complaints had as their basis simple con- 
tinuation of preoperative emotional agitation. 

—Alan Thal, M.D. 
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Carbohydrate Metabolism in Patients After Partial 
Gastrectomy. M. Stakxer, R. C. Lewis, W. H. 
——— and A. Bococn. Canad. M. Ass. 7., 1959, 

0: 779. 


Tuts stupy was planned to investigate certain symp- 
toms that follow partial gastrectomy and have been 
attributed to altered carbohydrate metabolism. 

The oral glucose tolerance test and intravenous 
insulin sensitivity test were performed on 19 male pa- 
tients and 1 female patient who had undergone partial 
gastrectomy for peptic ulcer disease 1 to 11 years 
earlier. Gastric emptying time was measured roent- 
genographically in 18 patients. Ten patients had de- 
layed postcibal (postprandial) symptoms, 5 had mixed 
symptoms (early postcibal distress or diarrhea), stomal 
ulcers had developed in 2, and 3 patients were asymp- 
tomatic. Ten other patients were similarly studied 
shortly before partial gastrectomy and 10 to 18 days 
postoperatively. Billroth I or II operations had been 
performed in both groups, and a few patients also had 
had vagotomy. 

In general, symptoms develop in about 20 per cent 
of patients after partial gastrectomy, during or shortly 
after ingestion of food, especially large meals. This 
postcibal dumping syndrome is manifested by a feeling 
of fulness or cramps, warmth, weakness, nausea, the 
desire to defecate, palpitations, and pallor. It is usually 
relieved by lying down. Symptoms vary in individual 
cases, but improvement is common after 1 or 2 years. 

This well known complication has generally been 
attributed to the rapid emptying of hypertonic gastric 
contents into the jejunum, with resulting osmotic shifts 
that cause an acute decrease in circulating blood vol- 
ume. [ndividual variation or psychogenic factors must 
play some part, however, for many patients have no 
complaints, despite the demonstration of mechanical 
factors identical to those of patients with severe dump- 
ing symptoms. 

ate postprandial symptoms (1.5 to 3 hours post 
cibum) occur less frequently than the early ones and 
are attributed to hypoglycemia. Faintness, tremor, 
sweating, hunger, and anxiety may be noted. Loss of 
consciousness may occur. Ingestion of food or carbo- 
hydrate solutions will usually relieve these symptoms. 
Increased endogenous insulin production is probably 
the causative mechanism. However, individual varia- 
tion is again great, for whereas some postgastrectomy 
patients show such late postprandial symptoms with a 
blood sugar of 60 mgm. per cent, many others do not. 

No difference was apparent in results of the insulin 
sensitivity test among: (1) 10 patients shortly before 
and after partial gastrectomy; (2) 10 patients from 
the earlier partial gastrectomy group who had delayed 
postcibal symptoms; and (3) 10 patients who, after 
partial gastrectomy, were asymptomatic with regard 
to postcibal complaints. There was no correlation 
between the types of postgastrectomy symptoms and 
the appearance of the oral glucose tolerance curve. 

Among the 20 patients studied 1 to 11 years after 
gastrectomy, 17 had a blood sugar level higher than 
170 mgm. per cent in the 0.5 hour blood sugar sample. 
The average values at 0.5 and 1 hour were 219 mgm. 
per cent and 191 mgm. per cent. Only 4 of the 10 
patients studied 10 to 18 days after partial gastrectomy 
showed a similar initial high level. In this latter group, 
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the 0.5 and 1 hour blood sugar levels were 176 mgm. 
per cent and 173 mgm. per cent. 

The reason that patients with longer established 
gastrectomies had the sharper initial rise in blood 
sugar levels is not fully understood. 

—Enmile L. Meine, Jr., M.D. 


Hematologic Changes Following Gastric Surgery 
with Special Reference to the Serum Levels of 
Vitamin B,, and Iron. D. Birnsaum, M. RacHMILe- 
witz, and N. Grossowicz. Am. J. Digest. Dis., 1959, 
4: 419. 


THE AUTHORS have studied hematologic changes 
after gastric surgery with special reference to the 
serum levels of iron and vitamin B,,. in 34 patients 
with peptic ulcer and 7 patients with cancer of the 
stomach. Total or partial resection of the stomach or 
gastroenterostomy with vagotomy was performed. 
Low vitamin By, and iron serum values were found 
during the first and second year after total or high 
subtotal gastrectomy for cancer of the stomach. Per- 
nicious anemia levels of vitamin B,. were found in 1 
patient in the eighth year after total resection for 
gastric ulcer. Three other patients with gastric ulcer 
had low levels during the 2 years after partial resec- 
tion. 

Lower iron serum values were observed in women 
than in men after subtotal gastrectomy or gastro- 
enterostomy and vagotomy for duodenal ulcer. With 
longer intervals after surgical] intervention relatively 
low values of vitamin B,. were observed. No correla- 
tion between iron and vitamin B,. was found. De- 
creased values were also found without overt signs 
of anemia in the routine count. Low iron and vitamin 
By, serum levels are considered to be of value in pre- 
dicting the development of anemia and indicating 
the necessity for diagnostic search and preventive 
treatment. —Robert Turell, M.D. 


Jejunogastric Invagination After Gastric Resection 
(Jejuno-gastritische Invagination nach Magenresek- 
tion). R. LAMBRECHT. dl. Chir., 1959, 84: 287. 


AN ASCENDING OR RETROGRADE INVAGINATION of the 
jejunum into the stomach may occur as a complica- 
tion of gastric resection and/or gastroenterostomy. 
Although this condition has been reported more fre- 
quently in recent years, it cannot be considered a com- 
mon occurrence. Its apparently increased incidence 
may be due to the more common use of the Billroth 
II resection for peptic ulcer and gastric carcinoma. 
The invaginated jejunal loop begins about 20 to 70 
cm. from the gastrojejunal anastomosis. The invagina- 
tion progresses until the site of the anastomosis is 
reached, and the segment of jejunum passes into the 
stomach. The afferent loop of the gastrojejunostomy 
may also be involved. 

The cause of this complication is not clear. The type 
of anastomosis and reconstruction employed after gas- 
tric resection does not seem to have any special effect 
on the occurrence of this condition. Vomiting and 
increased intra-abdominal pressure also do not appear 
to be significant causes. Many authors believe that 
retrograde peristalsis must be present for this compli- 
cation to occur. It has been postulated that the pres- 
ence of stimulating unphysiologic food substances in 
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the small bowel may set up spasms that result in anti- 
peristaltic activity. This could lead to the formation of 
an invaginated segment of small bowel. This type of 
mechanism may account for some of the intussuscep- 
tions that occur soon after gastric resection. However, 
this complication has been reported to occur as long as 
23 years after removal of part of the stomach. An ex- 
planation for such a late sequela is not available. 

The patient with jejunogastric invagination may 
have a severe acute abdominal process or chronic 
recurrent symptoms. The latter are undoubtedly mani- 
festations of a release and reforming of the invagina- 
tion. The acute form of the disease may be accom- 
panied by hematemesis, shock, tenderness in the epi- 
gastrium, and an abdominal mass. The roentgenogram 
is typical in that the gastric remnant is filled with a 
multilayered shadow having a characteristic small 
bowel appearance with no passage of contrast ma- 
terial. 

Immediate surgery is indicated. The longer one 
waits, the higher the mortality becomes and the more 
extensive the corrective surgery has to be. If surgery 
is delayed beyond 24 hours, the mortality increases 
from 10 to 50 per cent. The invagination may be re- 
moved by dropping sterile tincture of opium at the 
site of the invagination. Occasionally, the gastro- 
enterostomy stoma has to be enlarged or a segment 
of bowel resected. 

The following case is reported. A 50 year old man 
underwent a gastric resection for peptic ulcer previous 
to his admission to the hospital. Since then he had 
done well. On the day of admission he had severe 
epigastric pain, hematemesis, and shock. At surgery, a 
30 cm. loop of jejunum was found in the stomach 
pouch. The invagination was easily reduced and the 
patient made an uneventful recovery. 

— J.C. Rosenberg, M.D. 


Psychiatric Observations on 50 Postgastrectomy Pa- 
tients. Puitip C. Ronp. Surgery, 1959, 45: 729. 


THE EXPRESSED PURPOSE of this psychiatric study was, 
at the outset, to determine the value of the surgical 
procedure (vagotomy-Billroth I hemigastrectomy) in 
removing the symptom, i.e., ulcer pain; to determine 
whether or not other symptoms would take the place 
of the ulcer symptoms as an emotional economy fac- 
tor; and to evaluate the relationship between the on- 
set or aggravation of the ulcer symptom and the 
occurrence of important experiences in the environ- 
ment of the patient. The latter was expanded to in- 
clude the presence or absence of postgastrectomy com- 
plications, including the dumping syndrome (symp- 
toms such as diarrhea, flushing, and inability to gain 
weight). The dumping syndrome symptoms are the 
ones with which the surgeon is most often concerned 
postoperatively. 

The frame of reference in this study is that of sub- 
jective experience as differentiated from the chemical 
or anatomic factors. The patients’ verbalizations were 
utilized to gain evidence of their subjective expe- 
riences both preoperatively and postoperatively. No 
effort was made to give these patients a psychiatric 
diagnosis. The interviews were carefully structured to 
avoid suggestive questioning. Rather, the patients 
were encouraged to talk about themselves so that 





spontaneous material might be forthcoming which 
would be a true expression of their thoughts and 
feelings. 

After the interviews were completed the patients 
were divided into four groups. The first group con- 
tained 25 patients. This group was made up of pa- 
tients who were very much pleased with their oper- 
ations and who offered no gastrointestinal complaints 
voluntarily. The second group was made up of 15 
patients and was labeled the pleased but complaining 
group. The third group included 4 patients who were 
overtly anxious complainers. The fourth group con- 
sisted of 6 patients who were not satisfied with the 
operation. 

Two primary factors seemed to be operative in 
these 50 cases. First, the reaction to the operation is 
obviously a very important factor in the over-all re- 
sults. The aforementioned grouping is on this basis. 
This reaction is very similar to the reaction to a med- 
ically treated illness, when the reaction may require 
more attention than the illness itself. These reactions, 
since the operations were correctly carried out, are 
related to the personality of the patient. Second, the 
importance of the ulcer as a major source of discom- 
fort seems important. Once emotional factors set up a 
physiologic disturbance, the disturbance may become 
additive. 

The surgeon takes on all comers, emotionally speak- 
ing, and his results reflect this. The author’s study in- 
dicates that emotional factors and stressful subjective 
experiences are important in the lives of the duodenal 
ulcer patients both preoperatively and postoperative- 
ly. The results of the surgical procedure are very 
closely tied to the state of emotional balance present 
in the patient at the time of surgery. If the ulcer is the 
primary stress factor in a stable personality, its re- 
moval leads to excellent results postoperatively. If, 
however, the ulcer is associated with an emotionally 
unstable personality, nothing but poor results can be 
expected. Finally, when the personality balance is not 
completely inadequate, and the ulcer is not the chief 
source of stress, varied results occur. This is the group 
in which predictability varies. 

—Arthur M. Simpson, M.D. 


Vagus Section in the Treatment of Gastrojejunal 
Ulcer: A Reappraisal After Long Term Follow-Up. 
W. GRAHAM Rast and Joun P. West. Ann. Surg., 
1959, 149: 481. 


TuIs REPORT is a long term follow-up of 25 patients 
treated by vagotomy for gastrojejunal ulcer. Analysis 
of these patients in the light of both a 5 year and a 10 
year follow up and observations obtained from a series 
of acid secretion studies are presented. 

The Hollander insulin test, which lent itself to evalu- 
ation of outpatients, was employed in the majority of 
patients after vagotomy. Ten patients of the 25 being 
reported had vagus section performed during 1947 and 
1948. Nine of these patients have been followed up 
with yearly insulin tests for a 10 year period. Each pa- 
tient had a negative insulin test in the immediate 
postoperative period. One patient showed a positive 
test concomitant with recurrence of ulcer symptoms 6 
months after vagotomy, and it was assumed that an 
incomplete vagotomy had been performed. Of the 
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remaining 8 patients, 3 had a reversal of the insu- 
lin tests from an established negative to positive 
at either 5 or 6 years postvagotomy. Recurrence of 
symptoms and objective evidence of gastrojejunal ulcer 
occurred in 2 of these 3 patients at approximately the 
same time that the change in the acid secretion tests 
was noted. The third patient showing reversal from a 
negative to a positive secretion test (6 years post- 
vagotomy) remained symptom free 10 years after 
nerve section. The remaining 15 patients, followed for 
at least 5 years after vagotomy, were also subjected to 
periodic insulin secretory studies. 

Of the 25 patients studied, 1 had a positive test less 
than 6 months after nerve section, and it may be pre- 
sumed that the operation was incomplete. Of the 
remaining 24 patients, 6 had apparent reversal of their 
Hollander tests at periods varying from 18 months to 
6 years postvagotomy, and 5 in this latter category 
had proved recurrence of ulceration at approximately 
the same time. 

Thus, in the entire group, 6 patients of the 25 proved 
to have recurrences after vagotomy which, in 5 of the 
6, was presumed adequate, as illustrated by a negative 
insulin test at least 6 months or more after operation. 
Of this group of 6 patients 4 had recurrence less than 
5 years after operation and 2 had recurrence after 5 
years. 

From the analyses presented it is concluded that 
gastric resection is the procedure of choice for marginal 
ulcer occurring after gastrojejunostomy. The initial 
enthusiasm of the authors for employing vagotomy in 
the above group of patients has been tempered by the 
results of a longer follow-up. The permanence of 
vagotomy is questioned in the light of long term fol- 
low-up in these patients. Vagotomy is an effective pro- 
cedure in the treatment of marginal ulcer secondary to 
adequate gastrectomy. Gastrectomy rather than va- 
gotomy should be utilized in the therapy of gastro- 
jejunal ulceration subsequent to gastroenterostomy. 

— Stephen A. Zieman, M.D. 


Carcinoma of the Stomach. Samuet F. MarRsHALL and 
NATHANIEL E, ADAMSON, JR. Surg. Clin. N. America, 
1959, 39: 703. 


SURGICAL TREATMENT is as yet the only method avail- 
able for the management of carcinoma of the stomach. 
Definite progress has been made in improving the 5 
year survival rate after resection, but cancer of the 
stomach still remains undiagnosed in too many cases 
at a stage when the disease would have been amenable 
to a curative resection. The presence of the disease 
should be suspected in any individual, especially one 
past the age of 45, in whom gastric distress is not 
promptly relieved by adequate diet and medication. 
Delayed treatment is due to three factors: (1) pro- 
crastination by the patient in seeking medical advice 
regarding persistent indigestion; (2) late diagnosis; 
(3) pessimism on the part of the physician in not ad- 
vising early surgical treatment because of poor results 
reported in the past. Constant emphasis on the facts 
that cancer of the stomach is not a hopeless condition 
and that a very reasonable hope of cure exists in many 
cases provided operation is carried out early is neces- 
sary. 
The authors have noted an increasing number of 5 
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year survivals after operation. Bad results depend not 
only on late diagnosis, but also on poorly conceived 
operative procedures or failure to carry out exact and 
painstaking dissection of the neoplasm and adjacent 
gland groups. The authors report a group of 1,708 pa- 
tients for whom they are able to give accurate 5 year 
follow-up results through the year 1953 and 10 year 
results through 1958. Resectable cases of carcinoma of 
the stomach have been divided according to curative 
and palliative resections. The term “curative resec- 
tion” is used to indicate the group of patients in 
whom a radical gastric resection, partial or total, was 
possible, and in whom all gross evidence of carcinoma 
could be removed by radical operation, i.e., extirpa- 
tion of the tumor along with a wide margin of normal 
tissue, the omenta, spleen, and all gland groups. In 
most of these cases a high partial gastric resection was 
carried out as follows: most of the stomach was re- 
moved, leaving only a small remnant of the cardia. 
The gastrocolic and gastrohepatic omenta, the spleen, 
and carefully dissected regional nodes were removed, 
considerable attention being paid to a clean dissection 
of gland groups of the stomach with the same sort of 
meticulous dissection as employed in cancer of the 
breast. A liberal portion of the duodenum was also 
excised, the organ being divided just proximal to the 
ampulla of Vater. 

Palliative resection included cases in which there 
was evidence of extension of the carcinoma beyond the 
stomach into nodes about the celiac axis, to the retro- 
peritoneal nodes, or to the gastrocolic omentum. In 
such cases the tumors were extensive, and there was 
little hope of completely excising all malignant cells 
or tissue. Palliative resection was more frequently em- 
ployed than in former years, since at the present time 
it carries no increased risks, results in less postoperative 
morbidity if ulcerating tumor is present, and adds to 
the comfort of the patient. Through the years the au- 
thors have noted an increasing frequency of resections, 
both palliative and curative. They also note that the 
5 year survival rate after curative resection has in- 
creased from 12.6 per cent (1932-1939) to 32.9 per 
cent (1950-1953). The 10 year survival rate has also 
increased from 7.6 per cent (1932-1939) to 20 per cent 
in the last period that could be computed on a 10 year 
basis. Rather detailed statistics are given showing the 
survivors of all resections over 5 year periods, extend- 
ing back to 1932. The 5 year survival rate has in- 
creased from the first period (1932-1939) when it 
was 11.4 per cent to a fairly constant figure of 24+ per 
cent for the last three 5 year periods. The authors 
believe that this reflects an increase in the number of 
palliative resections carried out. 

Radical subtotal gastrectomies are thought to offer 
the greatest chance of postoperative survival, and this 
procedure is attended with lower operative risk and few- 
er postoperative problems in contrast to the increased 
risk and the greater number of dietary and nutritional 
problems arising after total gastrectomy. Total gas- 
trectomy was utilized in approximately 30 per cent of 
the cases during the past 10 years. It is not a routine 
procedure and it is employed only when all malignant 
tissue cannot be removed otherwise. 

The length of survival after exploratory laparotomy 
and biopsy only in cases in which no definitive surgery 
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was possible was as follows: 25.9 per cent died within 
6 months and 94.1 per cent were dead within 1 year. 

An interesting observation was that there did not 
appear to be a relationship between the survival rates 
and the microscopic classification of the cancer in a 
large group of patients submitted to “curative” re- 
sections. The presence of lymph node involvement, as 
would be expected, appreciably reduced the rate of 
survival after resection; the 5 year survival rate in pa- 
tients with lymph node metastasis was 18.5 per cent, 
and in those free of lymph node extension the rate 
was 43.6 per cent. 

Over the years the operative mortality has been 
appreciably reduced; in contrast to an operative mor- 
tality of 27.1 per cent for the period 1932 thru 1934 
the operative mortality rate for partial gastrectomy 
has been reduced to 3.2 per cent and for total gas- 
trectomy to 7 per cent during recent years. 

— Wayne F. Cameron, M.D. 


Gastric Cancer in Young Adults. P. D. Stewart and 
R. L. Hotman. Brit. 7. Surg., 1959, 46: 397. 


THE AUTHORS REPORT 33 cases of malignant disease 
of the stomach in British military personnel during the 
period of 1952 to 1956. Of these, 24 were carcinoma 
and 3 were sarcoma. In 6 no histologic examination 
was made. Seven of the cases occurred in soldiers 30 
years of age or less and are described in detail in the 
report. 

Histologically, most lymphoid tumors of the stomach 
are either reticulum cell sarcomas or lymphosarcomas, 
and there is a small proportion of Hodgkin’s disease. 
Leiomyomas and leiomyosarcomas of the stomach are 
smooth-muscle tumors arising in the muscular coat 
and only rarely in the muscularis mucosae. 

The authors conclude that carcinoma of the stomach 
is rare in young adults and report 4 cases in military 
personnel aged 30 years or less. They also report 3 
cases of sarcoma. They believe that sarcomas originat- 
ing near the cardia and giving rise to signs and symp- 
toms suggesting achalasia is unusual, but this did occur 
in 1 of their cases. — John H. Schneewind, M.D. 


Hypertrophic Pyloric Stenosis. H. Eart Gorpon, 
WituiaM F, Pottock, WitiiaM J. Norris, and JAMES 
C. Harr. West. 7. Surg., 1959, 67: 139. 


THE AUTHORS report their experience at the Los 
Angeles Children’s Hospital with 1,573 cases of pa- 
tients with hypertrophic pyloric stenosis seen in the 
last 20 years. The operative mortality after the Ram- 
stedt operation has been reduced to less than 1 per 
cent. 

There is strong evidence for a familial predisposi- 
tion as well as an increased incidence of pyloric steno- 
sis among first-born infants. 

Boys predominated at a ratio of approximately 4 
to 1. Twelve per cent of the infants in the authors’ 
series had some other associated disorder, such as 
hernia, digital anomalies, polythelia, congenital 
heart disease, imperforate anus, or esophageal atresia. 
Babies with pyloric stenosis reveal a consistent growth 
lag when compared with normal infants. This is cor- 
rected promptly by pyloromyotomy and the infant’s 
growth and development thereafter are normal. The 
average age at admission to the hospital has been 5 
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to 6 weeks. The youngest patient in the authors’ 
series was 4 days of age and the oldest 14 weeks at the 
time of admission. The infant begins regurgitating 
part or all of the feedings after a symptom-free inter- 
val of varying length. Vomiting becomes increasingly 
frequent, forceful, and finally projectile. The vomitus 
does not contain bile. In approximately 3 per cent of 
the authors’ patients blood was identified in the 
vomitus but in an additional 10 per cent there was 
some evidence of changed blood. The blood in the 
vomitus is presumed to come from trauma induced by 
vomiting. The urine flow becomes scanty and con- 
centrated. Of greatest significance is the palpation of 
a pyloric muscle tumor, although Craig has reported 
that a palpable contractile pyloric tumor is present 
in a significant nusaber of normal infants. The 
pyloric tumor has been palpated at some time during 
the hospital stay in 95 per cent of the authors’ cases. 
Roentgenography is reserved for the occasional diag- 
nostic problem. 

The enormous reduction in mortality and mor- 
bidity in pyloric stenosis has been achieved principally 
by a better understanding and correction of the fluid 
and electrolyte problems. Both dehydration and over- 
hydration can rapidly become critical problems in an 
infant. The authors have routinely determined the pH 
of the urine on admission. The average pH value for 
the entire series was 7.0. Almost every infant with a 
serum chloride value of less than 80 mEq./L. or a 
carbon dioxide value in excess of 28 mM./L. was 
considered to be severely dehydrated on the basis of 
the clinical examination. The majority of infants con- 
sidered to be in nearly normal hydration had chemi- 
cal values closely approximating the normal range. 
Almost 100 per cent of their patients received some 
parenteral fluid therapy preoperatively. In other cen- 
ters 75 to 100 per cent of the patients receive preoper- 
ative parenteral fluids. Some pediatric centers prefer 
the intravenous route routinely and the authors use 
this whenever the dehydration is considered moder- 
ately severe, or worse. The average amount of fluid 
given before surgery has been somewhat less (average 
about 70 c.c. total) when given subcutaneously than 
when the more urgent intravenous route is used. 
Hypotonic solutions are important in the hydration 
and the addition of potassium is an essential part of 
the program. These hypotonic solutions should con- 
tain from 10 to 30 mEq./L. of potassium, 60 to 80 
mEq./L. of chloride, and 50 to 70 mEqgq./L. of 
sodium. The water deficit will be corrected most 
quickly, then the chloride, sodium, and potassium 
deficits simultaneously with the recovery of the acid- 
base equilibrium. Last of all to recover (some days 
later) are the deficits in fat and lean body mass and 
these can be fully corrected only when adequate oral 
nutrition is attained. 

The actual operating time for the performance of 
the pyloromyotomy averages about 30 minutes. 
Bleeding from the cut edge of the muscle deserves 
serious attention. In about one-fourth of their pa- 
tients the authors transfixed and tied the bleeding 
points in the cut edge of the muscle. The incidence of 
duodenal perforation in this series was about 2.5 per 
cent which compares favorably with other reports of 
6 to 10 per cent. Incomplete myotomy has been a 


rare complication in their experience. The interval 
before a second operation for incomplete myotomy is 
undertaken should be at least 14 days, since in this 
interval almost all of the patients will have overcome 
their difficulties and resumed a satisfactory feeding 
schedule. The persistence of visible gastric peristalsis 
after a pyloromyotomy appears to be a valuable clini- 
cal sign suggesting incomplete myotomy. In approxi- 
mately 3 per cent of patients some degree of wound 
infection will develop after the Ramstedt operation. 

Postoperative incisional hernia has not been en- 
countered in their follow-up program. Wound 
dehiscence and evisceration have been uncommon 
complications. The authors employ a layer closure of 
nonabsorbable suture material, e.g., cotton or silk. 
The postoperative feeding schedules reported from 
various pediatric centers are quite varied. The 
authors’ routine begins about 6 hours postoperatively 
for most infants. In their experience 10 to 15 per cent 
of these infants have no postoperative vomiting at 
all; the majority will vomit less than 6 times during 
the entire postoperative period. During the early 
postoperative period approximately two-thirds of 
their patients have received some supplemental fluids. 
A few infants have been given antispasmodics post- 
operatively for brief periods of time as soon as the oral 
intake has been established. Approximately one-fifth 
of their infants have had antibiotics postoperatively, 
the usual indication being established or incipient 
infection of the respiratory tract. In the period from 
1934 through 1957 a total of 28 deaths occurred in 
infants who had pyloric stenosis. 

—Robert Turell, M.D. 


Pyloric Stenosis. J. A. Batint and M. P. Spence. 
Brit. M. 7., 1959, 1: 890. 


PyLORIC STENOSIs as an entity in adults has never been 
recorded as a consecutive series of clinical cases. The 
authors do this in 118 cases of pyloric stenosis. Duo- 
denal ulcer was the offending agent in 95 cases. 
Seven patients had gastric ulcers remote from the 
pylorus and 13 had carcinoma of the antrum. Two 
were due to kinking of the duodenum by adhesions to 
the gallbladder and in 1 patient stenosis was due to a 
congenital diaphragm. 

Pain and vomiting were present in 105 cases. Of 
interest is the fact that diarrhea occurred in 23 cases. 
Surgery has been the treatment of choice in almost all 
patients. Medical management was reserved for those 
who were believed to be too ill for surgery or those for 
whom it was felt there was a chance for successful 
medical management. —Harold M. Unger, M.D. 


Duodenal Ulcer; The Present Status of Definitive 
Surgery and the Selection and Management of 
Patients Undergoing Operation. JoHn R. Brooks 
and Francis D. Moore. NV. England 7. M., 1959, 260: 
1018, 1069, 1124. 


THE AUTHORS briefly review their own studies and ex- 
perience of the past decade. In the present review the 
material is organized as follows: (1) surgical opera- 
tions now available: their current status, acceptabil- 
ity, and effectiveness as definitive measures; (Z) pat- 
terns of clinical setting for the ulcer patient: (a) those 
not requiring ulcer surgery, (b) those requiring ulcer 





surgery and with every expectancy of a good result, 
(c) those requiring ulcer surgery but not tolerating it 
well, (d) those who have had ulcer surgery and now 
present recurrence or complication, (e) those with 
endocrine genesis of ulcer, clear or suspect; (3) a note 
on laboratory study as a guide to surgical care; and 
(4) management of the patient after gastroduodenal 
surgery. 

SURGICAL OPERATIONS NOW AVAILABLE 


Vagotomy. Simple vagotomy has been aban- 
doned as the operation of choice for the treatment of 
duodenal ulcer. Although its mortality is low, it 
carries too high a postoperative morbidity and recur- 
rence rate (10 to 15 per cent). However, the use of 
simple vagotomy for the treatment of marginal ulcer 
occurring after subtotal gastrectomy is widely ac- 
cepted. 

Vagotomy with gastroenterostomy. This operation 
overcomes some of the problems of gastric emptying 
that are so disturbing after simple vagotomy. This 
procedure was accepted widely at its inception be- 
cause the mortality was low (1 to 2 per cent) and the 
postoperative nutritional state was well maintained, 
but the recurrence rate has proved to be high (6 to 14 
per cent). Many surgeons who were originally strong 
advocates of vagotomy with gastroenterostomy have 
now abandoned its use except in patients with cardio- 
vascular disease or decreased renal or pulmonary 
function, or in other circumstances in which com- 
promise is essential. 

Subtotal gastrectomy. The majority of opinion to- 
day favors subtotal gastrectomy. Gastric resection 
partially ablates the end organ of both internal and 
external secretion and, in so doing, prevents in most 
cases the reformation of ulcer. Clinically and empiri- 
cally, gastric resection has the highest order of suc- 
cess. The mortality of gastric resection varies from 
place to place and in the hands of various surgeons. 
It has been estimated that, on a nationwide basis, the 
hazard from subtotal! gastrectomy is so great that the 
operation should not be widely publicized, but it has a 
decided place in centers in which it is done carefully 
and with a low mortality. Seventy-five per cent gas- 
tric resection carries a general mortality rate of 1 to 6 
per cent and a rate of ulcer recurrence of 3 to 5 per 
cent. 

Operations on which insufficient data are avail- 
able for evaluation. These include modified subtotal 
gastrectomy such as segmental resection of the stom- 
ach, the Billroth I operation, and subtotal gastrectomy 
combined with vagotomy. 

After reviewing the available literature, the authors 
believe that in the final analysis the surgeon and the 
institution emerge as more important than the tech- 
nical details of the operation in deciding whether or 
not a patient should have surgical treatment for ulcer. 


PATIENTS NOT REQUIRING DEFINITIVE ULCER SURGERY 


1. The young patient with early, first episode of 
pain or nonshock-producing bleeding. 

2. Patients with an ulcer whose virulence is not 
proved. 

3. Patients with acute unheralded perforation. An 
acute perforation of a duodenal ulcer o_curring in a 
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patient who has had minimal symptoms of ulcer or 
acute symptoms of short duration is not an indication 
for subtotal gastrectomy. Too many patients do well 
after a single perforation to warrant gastric resection 
at the time of perforation. Acute perforation occurring 
after a long-standing eventful ulcer history is of much 
greater significance, and it is from this latter group 
that the patients should be occasionally selected for 
emergency subtotal gastrectomy for acute perforated 
ulcer. Early acute perforation of a duodenal ulcer 
occurring de novo, without preceding symptoms, 
should be treated by a simple closure of the perfora- 
tion. 

4. Women in the childbearing age. During the 
childbearing period women with duodenal ulcer do 
well with simple measures. Pregnancy has a bene- 
ficial effect upon ulcer disease which may be due to 
the high estrogen levels reached. Ulcer virulence in 
women is much more apt to declare itself in the forties 
or fifties. 


PATIENTS REQUIRING DEFINITIVE SURGERY WITH 
EXPECTANCY OF GOOD RESULTS 


1. Stocky or overweight men in the fourth or fifth 
decade, with progressive, virulent ulcer. Patients in 
this group are effectively treated with conventional 
70 to 75 per cent subtotal gastrectomy. There appears 
to be some factor inherent in a stocky build that 
makes nutritional disturbances unusual after subtotal 
gastrectomy. This is in contrast to the thin, under- 
weight person. 

2. Patients in the young or middle age group with 
active secretory potentials and with early obstruction. 

3. Older patients with decreased acid secretion and 
with late obstruction. 

4. Patients with massive bleeding. Severe bleeding 
from duodenal ulcer is best treated by subtotal gas- 
trectomy with removal of the ulcer. 

5. The ulcer patient with onset in the second 
decade. The onset of a marked, persistent duodenal 
ulcer in the late teens carries with it a bad prognosis, 
particularly if it is associated with a complication 
such as hemorrhage; for the average patient in this 
group, conventional subtotal gastrectomy is satisfac- 
tory. 

6. The ulcer patient with onset in the seventh or 
eighth decade. Duodenal ulcer disease originating 
late in life carries with it a poor prognosis for satisfac- 
tory medical management in a high percentage of 
cases. For the elderly patient with ulcer complica- 
tions and with no major cardiorenal or pulmonary 
decompensation, a standard subtotal gastrectomy is 
indicated. For the elderly patient with some major 
organ system decompensation and complications of 
duodenal ulcer, the mortality and morbidity of 75 per 
cent with subtotal gastrectomy is too high. For those 
with obstruction and low acid secretion, posterior 
gastroenterostomy may suffice. For those with sig- 
nificant gastric secretion the addition of complete 
vagotomy may be necessary to protect the stoma from 
marginal ulceration. Gastroenterostomy with vagot- 
omy may be carried out with low risk and with mini- 
mal postoperative disability. 

7. The patient with a technically difficult ulcer. 

8. Patients who already exhibit the criteria of 
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duodenal ulcer virulence, with a long, well docu- 
mented history of persistent symptoms and ulcer 
complications in whom a perforation develops may 
beneficially be offered emergency definitive subtotal 
gastrectomy if they have been seen early after the 
perforation. 

9. Women with duodenal ulcer. Ulcer disease in 
women, with occasional exceptions, is not as virulent 
as it is in men. Ulcer disease that requires definitive 
surgery in the premenopausal woman is a rare en- 
tity. After the menopause, the incidence of ulcer 
complications increases rapidly. In general, surgery 
for the complications of ulcer in women may be less 
radical than that for men. For the heavy-set, “‘mascu- 
line” type of woman, a 50 to 60 per cent subtotal 
gastrectomy will normally suffice. For the extremely 
thin, asthenic woman, vagotomy with posterior gas- 
troenterostomy should be considered as the proce- 
dures of choice. 


PATIENTS REQUIRING DEFINITIVE ULCER SURGERY BUT 
NOT TOLERATING SUCH THERAPY WELL 


The thin, underweight ulcer patient and the one 


with cardiorenal complications are included in this 
category. 


PATIENTS WITH PREVIOUS ULCER SURGERY FOLLOWED 
BY RECURRENCE OR COMPLICATIONS. 


1. The patient with marginal ulcer after subtotal 
gastrectomy. Vagotomy is the procedure of choice. 
Reresection or re-excision of an adequate gastrec- 
tomy, reanastomosis, or conversion of the anastomosis 
is rarely helpful. Ulcer recurrence that follows vagot- 
omy for a marginal ulcer after subtotal gastrectomy is 


extremely unusual. 

2. The patient with marginal ulcer occurring after 
posterior gastroenterostomy. A secondary recurrence is 
not uncommon when vagotomy is done for jejunal 
ulcer occurring after performance of a posterior 
gastroenterostomy. 


PATIENTS WITH ENDOCRINE GENESIS OF ULCER, CLEAR 
OR SUSPECT. 


The endocrine aspects of duodenal ulcer include 
consideration of pituitary gland, gonads, adrenal 
glands, parathyroid gland, and liver as well as the 
antral-gastrin mechanism. Although many of the 
endocrine mechanisms are but poorly understood 
they provide clinical guideposts to treatment. The 
endocrine disorders may be: (1) hyperparathyroid- 
ism; (2) multiple endocrine tumors and the Ellison- 
Zollinger syndrome; (3) cortisone and the “stress 
ulcer”; (4) Cushing’s and Curling’s ulcers; (5) post- 
menopausal ulcer; (6) the antral syndrome which re- 
fers to patients undergoing multiple operations for 
ulcer (or even extragastric surgery for abdominal 
pain) in whom the cause is a retained defunctionalized 
antrum and resulting jejunal ulcer, and (7) duodenal 
ulcer occurring in conjunction with liver disease and 
portacaval shunt. 

The laboratory guides useful in the surgical care 
and postoperative management of the patients are 
discussed in considerable detail. Perusal of the original 
article will be extremely rewarding. 

—Robert Turell, M.D. 


Vagotomy and Pyloroplasty in Chronic Duodenal 

Icer with Special Reference to Technique. Gor. 

pon K. Smiru and Jack M. Farris. Arch. Surg., 1959, 
78: 652. 


Vacotomy combined with pyloroplasty, gastroen- 
terostomy, or antral resection should be a part of the 
armamentarium of every surgeon who treats patients 
with duodenal ulcer, regardless of his convictions as 
to the usual operation of choice for this condition. Of 
the 112 patients followed-up by questionaire after 
vagotomy combined with one of the procedures men- 
tioned, over 90 per cent indicated an excellent result. 
Currently, vagotomy with pyloroplasty is considered 
the procedure of choice. It provides as effective re- 
sults as the other combinations and carries a lower 
morbidity. In a group of 151 consecutive patients 
subjected to this procedure, there were no deaths. 

Vagotomy with pyloroplasty is also the procedure 
of choice in duodenal ulcer with hemorrhage, includ- 
ing emergency surgery for massive hemorrhage. The 
authors cite 21 cases treated in this fashion for duo- 
denal ulcer with hemorrhage, 7 with massive hemor- 
rhage, and there were no cases with postoperative 
bleeding. Perforation is also considered an indication 
for this procedure. 

An oblique or transverse incision is used, and the 
esophagus is palpated at the hiatus. A Levin tube is 
in place. The peritoneal reflection to the right of the 
esophagus is then incised and the left index finger is 
gently worked behind the esophagus and anteriorly 
to the left, where a second peritoneal incision is made 
and a Penrose rubber drain drawn through to provide 
traction. 

The ventral nerve is first identified by palpation, 
then clamped and severed close to the stomach. With 
traction on the ventral trunk it is dissected free well 
up into the mediastinum and a segment is removed. 
The posterior trunk is resected in a similar fashion. 
The lower 4 to 5 inches of esophagus is now visualized 
and a thorough search is made for any remaining 
vagal fibers on or in the muscular esophageal wall. 

For the pyloroplasty, an 8 to 10 cm. gastroduo- 
denotomy incision is made, centered over the pyloric 
ring. The opening is closed transversely with a single 
row of fine nonabsorbable suture. Almost all duo- 
denums are suitable for pyloroplasty. In cases with 
active bleeding, the gastroduodenotomy is performed 
as soon as the abdomen is opened, the ulcer is vis- 
ualized, and the bleeding is stopped by direct trans- 
fixion sutures, occasionally using a muscle graft to 
reinforce the crater area. 

A temporary gastrostomy is formed by introducing 
a Foley catheter through a stab wound in the an- 
terior wall of the stomach and bringing the catheter 
out through a stab wound in the adjacent abdominal 
wall. Catgut is used for a purse string suture in the 
stomach around the catheter and to hold the stomach 
against the parietal peritoneum. This tube replaces 
the usual nasogastric tube during the postoperative 
period. 

Discussants of this article were not in agreement 
with much of it. They believed that direct suture of a 
bleeding ulcer, with pyloroplasty and vagotomy, was 
not a reliable way of controlling acute hemorrhage. 


Some discussants believed that as a treatment of 





choice, vagotomy was not as effective as the standard 
resection procedures. 
—Stanley W. Tuell, M.D. 


Cancer of the Duodenum (Le cancer de duodénum). 
J. Séntque and C. L. Cuateun. 7. chir., Par., 1959, 
77: 281. 


FIvE CASE HISTORIES are presented of the authors’ 
patients, 4 of whom had outright duodenal carcinoma 
and the fifth malignant degeneration of a duodenal 
polyp. All occurred in patients between the ages of 60 
and 77 years. The lesions were located in the second 
portion of the duodenum and, with the exception of 
the fifth case, had metastasized to regional lymph 
nodes and contiguous structures by the time the diag- 
nosis was made. 

The symptoms were those of either obstruction, 
hemorrhage, or involvement of the head of the pan- 
creas or biliary tree. Roentgenographic studies are the 
only preoperative means of making the diagnosis, and 
the hypotonic duodenography technique of Liotta is 
especially helpful. The various roentgenographic 
representations of duodenal carcinoma are illus- 
trated in the article. The treatment is surgical, but 
this is seldom more than palliative because the diag- 
nosis is made only late in the course of the disease. 
Various duodenectomy and anastomotic techniques 
are described. 

The authors conclude that cancer of the duodenum 
is a primary disease and that a better outlook for the 
patients rests upon recognition of this possibility in 
duodenal disease and earlier diagnosis. 

—Edwin J. Pulaski, M.D. 


Intestinal Obstruction. CLraup—E E. Wetcu. West 7. 
Surg., 1959, 67: 90. 


ONE HUNDRED AND NINETY SEVEN PATIENTS with 223 
separate episodes of intestinal obstruction are analyzed 
in an attempt to answer some of the pertinent ques- 
tions regarding today’s management of intestinal ob- 
struction. The improvement in results because of early 
diagnosis, early treatment, adequate replacement 
therapy, and improved anesthesia are unquestioned. 
The subjects of intubation, operative decompression, 
and antibiotics, however, are fields of disagreement. 

Of the total, 110 patients had 133 episodes of ob- 
struction involving the small bowel. Eighty-seven pa- 
tients had 90 episodes involving the colon. Repeated 
obstructive episodes were far more frequent in cases of 
extensive adhesions, peritoneal carcinomatosis, and 
ileostomy for chronic ulcerative colitis. 

Fourteen concise case reports cover the fatalities and 
these are divided into potentially curable and incur- 
able patients. 

From these data the author points out that the use 
of antibiotics is difficult of precise evaluation. He sug- 
gests that they should be used in the presence of 
proved peritonitis and when gangrenous gut is pres- 
ent; not otherwise. Intestinal intubation is also very 
debatable, but the author believes that in three situa- 
tions it is indicated: (1) early after operation, when 
the ileus appears paralytic; (2) when a mild attack 
occurs after several episodes of obstruction; and (3) 
when the diagnosis of obstruction is not clear, and the 
patient may have gastroenteritis instead. The benefits 
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of a long tube can usually be obtained with a Levin 
tube, and long tubes cannot be used as the sole method 
of therapy ordinarily. Operative decompression by 
needle or trocar was of great use and not accompanied 
by trouble in any instance. 

The application of these principles made possible a 
definitive single operative procedure in 90 per cent of 
the small bowel problems, in 70 per cent of the lesions 
on the right side of the colon, and in 20 per cent of 
the colonic lesions on the left side. 

—Robert W. Williams, M.D. 


Intestinal Obstruction in the Neonatal Period Due to 
Agenesis of the Myenteric Plexus. Artuur I. 
CuENowEtTu. Ann. Surg., 1959, 149: 799. 


AGENESIS OF THE MYENTERIC PLEXUs is being recog- 
nized with increasing frequency as a common cause 
of acute intestinal obstruction. When this neuro- 
muscular defect is confined to the rectum or lower 
sigmoid, the condition lends itself to prompt diagno- 
sis and satisfactory management with a good prog- 
nosis. On the other hand, when the defect involves the 
upper colon or small intestine, diagnosis is difficult 
and prognosis grave. Some of these cases, however, 
can be salvaged. The rectal biopsy is a useful adjunct 
to diagnosis. 

A small series of cases is reported in chronologic 
order demonstrating an increasing awareness of the 
condition at one institution. 

—John 7. Maloney, M.D. 


Intussusception in Infancy and Childhood. Rosert 
Strano. Brit. 7. Surg., 1959, 46: 484. 


A series of 400 cases of intussusception is reviewed. 


Earlier diagnosis will lead to further over-all im- 
provement in results. Since 1951 there have been no 
deaths in 145 patients with symptoms of 24 hours’ 
duration or less. The etiology of the condition is 
briefly discussed with special reference to its possible 
connection with mesenteric lymphadenitis. 

The various types of intussusception encountered in 
the series are described, and an account is given of 
the clinical features and the mode of presentation of 
the disease. 

The treatment of the reducible intussusception em- 
ployed in one center is described. Reference is made 
to the methods used in the past and in other centers. 
Three procedures used in the treatment of 32 cases of 
irreducible intussusception are analyzed. The best 
results were obtained by exteriorization. 

—John 7. Maloney, M.D. 


Inflammatory Diseases of the Large and Small In- 
testine. W. T. Cooxe. Am. J. Digest. Dis., 1959, 4: 327. 


AFTER DIscussiNnG the various historical aspects of 
regional enteritis and ulcerative colitis and reviewing 
the various subdivisions of these two somewhat re- 
lated inflammatory diseases of the colon, the author 
presents a working hypothesis: that there are four 
inain inflammatory disorders of the large and small 
intestine that should be regarded as etiologically dis- 
tinct—regional enteritis, enterocolitis, ulcerative coli- 
tis, and proctitis. 

The author states that regional enteritis can in- 
volve practically any segment from the stomach to 
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the rectum and can, when involving the colon, 
mimic ulcerative colitis. The author implies that the 
primary pathologic condition in regional enteritis is a 
fibrosing lesion and is mimicked by only a rather rare 
and unusual condition. In enterocolitis, the roent- 
genogram frequently shows dilatation of the ter- 
minal ileum as well as flocculation elsewhere in the 
small intestine, and abnormal mucosal patterns are 
seen that are distinct from the stenosing lesions of 
regional enteritis. The right side of the colon is 
characteristically involved. 

Patients with ulcerative colitis rarely have exces- 
sive fecal fat, but those with enterocolitis do. The 
liver function tests were more frequently abnormal in 
patients with entercolitis than in those with either 
ulcerative colitis or regional enteritis. A low serum 
vitamin B,, level is more frequently found in patients 
with regional enteritis than in those with enterocolitis. 

The author also states that in the disorder that he 
calls proctitis the pathologic changes seen in the 
rectum have an abrupt proximal termination and, 
therefore, can be distinguished from ulcerative colitis, 
as they are localized, benign, amenable to treatment, 
and located in a part of the intestinal canal that 
functions differently from the rest. 

— Ward D. O'Sullivan, M.D. 


Tleocecal Prolapse. DuncAN SHEPARD and Joun T. 
Gopwin. Ann. Surg., 1959, 149: 833. 


THE AUTHORS report 3 cases of prolapse of the ileal 
mucosa through the ileocecal valve. The normal and 
pathologic anatomy as well as the physiology is dis- 
cussed and the problem treated from a general 
standpoint. 

Prolapse of the ileocecal valve is an uncommon 
lesion but is noted more frequently in the literature as 
time passes. There is no characteristic symptom com- 
plex. Barium enema is usually performed in search of 
a cause for abdominal discomfort and the prolapsed 
ileocecal defect found incidentally. When symptoms 
are present, they may be caused by intermittent in- 
tussusception or partial obstruction of the ileocecal 
valve due to edema of the mucosa. Abdominal ex- 
ploration should be performed whenever there is a 
cecal defect that is not typical of prolapsed ileocecal 
valve, when the defect is accompanied by blood in the 
stool, anemia, or a palpable mass. One of the cases 
presented by the authors was a patient with prolapse 
of ileal mucosa through the ileocecal valve causing 
hemorrhage. No previous similar report had been 
made at the time of the presentation. Prolapse of the 
ileal mucosa must be added to the many possible 
causes of gastrointestinal hemorrhage. 


—Gordon Madding, M.D. 


Paralytic Ileus and Electrotherapy (Paralytischer Ileus 
und Reizstrombehandlung). R. Sperziinc. Miinch. 
med. Wschr., 1959, 101: 822. 


IN THIS ARTICLE are discussed only those cases of 
paralytic ileus in which there are qualified indications 
for surgical treatment, including primarily the reflex 
types due to acute abdominal pain and circumscribed 
peritoneal irritation. It is not always possible in these 
cases to restore intestinal motility with the usual con- 
servative measures such as irrigations of the stomach, 


high enemas, infusions, prostigmin, doryl, or pituitary 
preparations. As a result, the effect Lf enterogenous 
intoxication, dehydration, and electrolyte disturb- 
ances complicate the picture and may even be life- 
threatening. Even enterostomy, in cases in which 
‘rice measures have failed, offers little bene- 

t. 
The author reports in detail 3 cases of paralytic 
ileus in which conservative treatment with electro- 
therapy proved successful. This method has hitherto 
been used chiefly in cases of chronic constipation and 
is contraindicated in cases of constipation due to 
peritonitis, ileus, or acute inflammatory conditions of 
the abdomen. It is now possible to influence intestinal 
motility without significant cutaneous involvement, 
by use of suitable electric currents. 

With the aid of an exponential current, impulse- 
stimulating parameter motility of the intestine can be 
promoted, even though the biophysical mechanism 
has not yet been fully explained. Two plate electrodes 
are used (12 by 15 cms.) more than 1 cm. thick over a 
thoroughly moistened friction pad which is kept con- 
stantly moist and applied to the abdominal wall. 
Triangular current impulses of 150 milliseconds dura- 
tion and 30 milliamperes intensity with impulse 
pauses of 2,000 milliseconds are applied. The current 
is applied for 30 minutes with 1 hour rest pauses until 
peristalsis has returned, after which the treatment is 
repeated at longer intervals. The automatic apparatus 
can be easily adjusted by the nursing personnel. Even 
after several days of application, no skin irritation was 
noted. 

In the author’s first case, all treatment except 
electrotherapy was discontinued. In the second case, 
injections of 1 c. c. doryl were administered at 6 to 8 
hour intervals, while in the third case, after onset of 
peristalsis, four doses of prostigmin were administered 
at intervals of several hours. The signs of recurring 
peristalsis after electrotherapy varied, with intestinal 
murmurs in the first case, with flatulence in the second 
case, so that increasing peristaltic murmurs could be 
heard only after 10 sittings, and with some intestinal 
murmurs in the third case towards the end of the 
second application. —Edith Schanche Moore. 


Is sp toarconeneg Decreasing in Frequency? KENNETH 
B. LETON, CHARLES B. Puestow, and DEAN SAUER. 
Arch, Surg., 1959, 78: 794. 


THE DEATH RATE from appendicitis has been decreas- 
ing for some time. This decrease is even greater than 
the decline in total death rates from all causes. Is this 
due solely to better recognition and treatment or, in 
part, at least, to a real decrease in the incidence of the 
disease? 

Representative hospitals were asked for pertinent 
information consisting essentially of the number of 
admissions, discharges, and surgical procedures car- 
ried out in the years 1941 and 1956. Also requested 
was the number of primary appendectomies per- 
formed in these same years, broken down into those 
that were and were not acute. 

From the data received, it soon became apparent 
that there was a substantial decrease not only in the 
ratio of appendectomies to other surgical procedures 
but also in the actual number of acute appendixes 





removed, despite a great increase, in most hospitals, 
in the number of surgical procedures performed. The 
question then arose of whether this decrease could be 
due to the higher incidence of appendicitis in subur- 
ban hospitals and a larger number of appendixes be- 
ing removed there rather than being referred, as 
formerly, to metropolitan hospitals. Although good 
data were difficult to obtain from these smaller 
hospitals, they indicated that the striking decrease in 
acute appendicitis was also found in about the same 
degree in the smaller rural hospitals. 

What are the etiologic factors in this apparent de- 
cline in appendicitis? Many possible explanations 
present themselves; yet none seems very satisfying. 
One of these is the possible effects of antibiotics. 
Another possible factor is improved diet. However, 
we know of no scientific evidence that these are re- 
sponsible. It is conceivable that the whole picture is 
simply one of cyclic decrease. 

— Arthur M. Simpson, M.D. 


Acute Appendicitis, an Analysis of Complications in 
551 Patients. J. L. Ponxa, H. L. Suietps, and D. M. 
Evans. 7. Michigan M. Soc., 1959, 58: 415. 


AcUTE APPENDICITIS has a low mortality rate (less 
than 1 per cent), but there is still an alarming rate of 
complications. 

In the authors’ series of 551 cases there was only 
one death, but the rate of complications was 16.46 
per cent. The adjuncts such as antibiotics and agents 
to control ileus and anemia help to reduce but do 
not ablate this rate of complication. 

Early diagnosis will still help to reduce the rate 
of complications. In this regard continued education 


of the public and the profession must be emphasized. 
—Harold M. Unger, M.D. 


Do Intestinal Polyps of the Peutz Syndrome Undergo 
Malignant Degeneration and Require Extensive 
Prophylactic Intestinal Operations? (Entarten die 
intestinalpolypen des Peutz-Syndroms krebsig und 
machen sie praeventiv ausgedehnte Darmoperationen 
noetig?) G. F. KuosrERMANN. Medizinische, 1959, 15: 
716. 


QUITE FREQUENTLY histologic studies of polypoid in- 
testinal growths of the Peutz syndrome or Peutz- 
Touraine-Jeghers syndrome have been interpreted as 
adenocarcinoma, and the questions as to their ten- 
dency to malignant degeneration and their most 
suitable treatment have been posed. Even radical 
preventive extirpation of large segments of the in- 
testine has been proposed. 

Clinically, this condition is found chiefly in patients 
less than 20 years of age and is usually discovered in- 
cidentally. The biologic conditions do not seem to 
correspond with a histologic diagnosis of cancer. The 
histologic diagnosis of cancer is usually borne out 
chiefly by the dystopia of the glandular tubules. The 
present author has earlier drawn attention to a pe- 
culiar structure of the polyps, with a proliferation of 
the intestinal musculature involving both the tunica 
muscularis mucosae and the annular muscle layer of 
the tunica muscularis propria, that may eventually 
involve the entire connective tissue submucosal space, 
leading to an optical illusion of a union of the two 
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structures. Thus, it cannot always be determined to 
which one it belongs. The proliferation reveals not a 
purely muscular but rather a mixed neuromuscular 
structure like that described in the so-called neuro- 
genic affection of the appendix. 

In the histologic diagnosis of cancer the degree of 
penetration of the epithelial structures is important. 
Once the latter invade the tunica muscularis propria, 
the indication is believed clear. The lack of knowledge 
concerning neuromuscular proliferation may easily 
lead to confusion. In the author’s opinion, the polyps 
in the Peutz syndrome are mixed tumors with pro- 
liferation and mutual interweaving of several tissues. 
For this reason great caution must be exercised in 
interpreting dystopia of the epithelial structures in 
the Peutz syndrome as indications of cancer. A malig- 
nant degeneration is not impossible, but the actual 
proof of a malignant degeneration of such a polyp 
is missing. For this reason, radical operations on the 
intestine in the Peutz syndrome as a prophylactic 
measure against carcinoma are not indicated, except 
to the extent of removing the growths and, in occa- 
sional cases, an invaginated section of the intestine. 
Furthermore, the tendency of these polyps to involve 
extensive areas of the intestine constitutes another 
important argument against such a radical procedure. 

—Edith Schanche Moore. 


Diverticulosis and Diverticulitis of the Colon. CHARLES 
- Mayo and P. Kent Cutten, Jr. N. York State 
J. M., 1959, 59: 2391. 


UNCOMPLICATED DIVERTICULOsIS of the colon probably 
does not give rise to symptoms or to any abnormality 
that will be apparent on physical examination. Yet, 
the presence of colonic diverticula should not be re- 
garded as insignificant, regardless of whether the pa- 
tient is asymptomatic or is believed to have an irri- 
table bowel syndrome as well. No patient has acute 
diverticulitis or a complication of diverticulitis with- 
out first having diverticulosis or at least one diverticu- 
lum. 

Management of diverticulosis and uncomplicated 
diverticulitis is conservative. The medical treatment 
of diverticulitis that is generally used at the Mayo 
Clinic has been presented. 

In recent years, surgical thinking has been modified 
to include a prophylactic or interval resection in the 
quiescent stage, even though many of the established 
complications of diverticulitis are probably best 
treated by multiple-stage procedures. The important 
point, as far as the actual surgical procedure is con- 
cerned, is to utilize the appropriate one as indicated 
at the time of operation, rather than to attempt to 
carry out rigidly preconceived ideas. Sound surgical 
judgment in the selection of the procedure of choice 
for the patient with diverticulitis is necessary. The 
procedure of choice is the one which is best adapted 
to the extent of involvement and the variety of com- 
plications that are found to be present in the individual 
patient. 

The importance of individualization in the operative 
management of diverticulitis cannot be over-empha- 
sized. Acute perforation and complete obstruction are, 
of course, indications for immediate operative inter- 
vention. 





476 International Abstracts of Surgery - November 1959 


Ulcerative Colitis and Carcinoma Coli. Huco RosEn- 
gvist, Hans OuRLING, RuTGER LANGERCRANTZ, and 
Nits Epuinec. Lancet, Lond., 1959, 1: 906. 


CARCINOMA COL! in patients who have ulcerative colitis 
for 10 to 20 years develops in a ratio of 1 in 3. The au- 
thors present 26 patients with this complication, of 
whom only 4 survived. 

Colectomy is indicated as a prophylactic measure, 
since the cancer is highly malignant and difficult to 
diagnose. 

Relative freedom from the symptoms of ulcerative 
colitis does not imply that cancer will not develop. On 
the contrary, most of the authors’ patients were com- 
pletely or almost symptom free for several years before 
the appearance of cancer. 

Because the cancer in most cases involves the upper 
part of the colon, colectomy and ileorectal anastomosis 
should be considered. —Charles Baron, M.D. 


Cancer of the Colon and Rectum. Nem W. Swinton, 
Enrique Moszkowsk!, and JosepH C. Snow. Surg. 
Clin. N. America, 1959, 39: 745. 


THE AUTHORS report a statistical study of 608 patients 
with primary carcinoma of the colon and rectum who 
were treated during the years 1950 to 1953. As might 
be expected, the highest incidence was in the age 
group of 50 to 69 years (average 59.5 years). The 
youngest patient was 24 and the oldest 89 years. 
There were 632 tumors distributed as follows: cecum 
41 (6.5 per cent); ascending colon 26 (4.1 per cent); 
hepatic flexure 17 (2.7 per cent); transverse colon 38 
(6.0 per cent); splenic flexure 18 (2.8 per cent); 
descending colon 21 (3.3 per cent); sigmoid 94 (14.9 
per cent); rectosigmoid 175 (27.7 per cent); rectum 
195 (30.9 per cent); anus 6 (0.9 per cent); and ap- 
pendix 1 (0.2 per cent). It was of interest that 59.5 
per cent of the tumors were within reach of the 25 cm. 
sigmoidoscope. 

Histologically, 92.8 per cent of the tumors were 
adenocarcinoma, 5.2 per cent were carcinoma sim- 
plex, and the remainder were colloid, undifferen- 
tiated, unclassified, epidermoid, or other unusual 
types of intestinal lesions. Thirty-five of the patients 
presented carcinoma arising in benign polyps includ- 
ing 1 with congenital polyposis. Benign mucosal 
polyps, in addition to the malignant tumor, were 
found in the resected specimens of 25 per cent of the 
patients. In 565 cases (92.9 per cent) the primary 
tumor was resected. Multiple procedures were re- 
quired in 3 cases. Palliative procedures were per- 
formed in 175 cases, the resection being considered 
palliative at the time of surgery because of the 
presence of distant metastases or of an invasive tumor 
which could not be completely removed. 

The operative mortality was 6.2 per cent, pulmo- 
nary embolus being an important cause of death, with 
6 deaths resulting from this condition. Two deaths 
occurred after evisceration and 7 as a result of peri- 
tonitis. The majority of the surviving patients in this 
series were examined 5 or more years after surgery. A 
small number were examined by their home physi- 
cians and a few were contacted by letter or telephone 
and reported themselves to be in good health. 

Of 301 patients who had abdominoperineal resec- 
tion for cancer of the rectum 43.5 per cent were alive 


and well 5 years after resection. Of 63 patients who 
had anterior resections 57.1 per cent were alive and 
well 5 years after surgery. The absolute 5 year survival 
rate of this series was 44.9 per cent. 

The authors discuss at length certain technical de- 
tails for improving the end results and surgical treat- 
ment of cancer of the rectum and colon. From their 
experience they believe relatively little has been 
accomplished in recent years toward improvement of 
survival rate of the disease, but recognize that many of 
the suggestions such as preliminary ligation of blood 
supply, more extensive radical lymph node removal, 
and other technical factors have been advocated too 
recently for comparison of 5 year survival statistics. 
They are in agreement with the conclusions of Son- 
neland, Anson, and Beaton on the basis of a surgical 
anatomic study of the blood supply of the colon. They 
agree that, as these authors have stated, all evidence 
supports the view that resection of the tumor, adjacent 
intestine, and adjacent lymphatic areas must be as 
extensive as possible. The extent of resection of any 
carcinoma of the colon or rectum should not be de- 
cided dogmatically on the basis of textbook descrip- 
tions of the probable vascul r pattern, but rather the 
individual patient should be considered and the oper- 
ation and extent of resection adapted to fit that par- 
ticular situation. Tumors of the right side of the colon 
should be attacked by preliminary ligation of the 
blood vessels supplying that part of the colon at their 
origin from the superior mesenteric artery or the 
aorta. Similarly in dealing with tumors in the prox- 
imal transverse colon the middle and left colic arteries 
should first be ligated. For tumors of the distal trans- 
verse colon and splenic flexure the middle colic and 
inferior mesenteric arteries should be first ligated, if 
possible, and the inferior mesenteric artery should be 
ligated for tumors of the left side of the colon and 
rectum. 

The presence of viable tumor cells in the lumen of 
the colon at the time of resection and primary anasto- 
mosis must be considered. These cells may be im- 
planted by clamps or sutures in the intestine resulting 
in recurrence at the site of anastomosis. If careful 
swabbing or irrigation of both distal and proximal 
segments is carried out at the time of primary anasto- 
mosis the incidence of recurrence at the suture line 
will be reduced. They believe that such technical de- 
tails as wrapping the tumors with polyethylene sheet- 
ing and endoscopic examination of the unresected 
colon at the time of operation are important adjuncts 
to be advocated wherever practical. 

The number of anterior resections in this series has 
increased when compared with the authors’ previous 
experience. At the present time they employ anterior 
resection for those cases, usually tumors above the 
peritoneal reflexion, in which at least 10 cm. of colon 
can be removed distal to the tumor and a satisfactory 
anastomosis made. They note the more frequent use of 
preliminary ligation of the hypogastric vessels when 
doing abdominoperineal resection of the rectum. This 
procedure is not done routinely, but is employed in 
cases in which it seems desirable that the blood supply 
of the rectum be reduced as much as possible before 
resection. No complications have been noted as a re- 
sult of this procedure. While the mortality rate of 6.2 
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per cent in this group is admittedly high, the authors 
believe that it is justified because of the high resect- 
ability figure. — Wayne F. Cameron, M.D. 


How Reliable is Biopsy of Rectal Polyps? C. ALEXAN- 
pER HEttwic and Epcarp Barsosa. Cancer, 1959, 12: 
620. 


Some overly cautious pathologists call all rectal polyps 
that show atypia, adenocarcinoma, grade I. This 
attitude is a great injustice to the patient and is mis- 
leading to the surgeon. More than 150 patients re- 
ported in the literature had such atypical changes and 
were cured by simple polypectomy. 

The present article reports studies made to deter- 
mine how reliable biopsy of rectal polyps is. It is based 
on 142 polyps removed from 107 patients and re- 
viewed ‘and coordinated with clinical findings, includ- 
ing follow-up observation. The specimens were classi- 
fied as follows: (1) benign, 97 cases; (2) active pro- 
liferation (with slight atypia), 11 cases; (3) carcinoma 
in situ, 3 cases; (4) focal intramucosal carcinoma, 19 
cases; and (5) invasive carcinoma (spreading to sub- 
mucosa), 12 cases. All authorities agree on the im- 
portance of removing the whole polyp for careful 
histologic examination. 

The biopsy material was far from ideal with regard 
to the completeness of the lesions, and specimens var- 
ied from 1 mm. to 5 cms. in size. Follow-up observa- 
tions were successful in 90 cases (84 per cent). A 
second specimen was obtained from 37 patients. There 
was complete agreement between biopsy and final 
diagnosis in 79 of 90 cases, partial agreement in 7 
cases, and disagreement in 4 cases. In 90 cases in 
which there was complete follow-um, there were 20 
patients with noninvasive carcinoma who had poly- 
pectomy without recurrence. In villous papillomas, the 
results of biopsies were disappointing, as illustrated by 
microphotographs of sections of various polyps. If we 
may judge from microphotographs published in the 
literature, the criteria regarding cancer in rectal 
polyps are much too va ue to be of practical value to 
the surgeon. From the clinical standpoint, only inva- 
sion of the submucosa can be accepted as a definite 
criterion of malignancy. 

The authors believe that atypia, cancer in situ, and 
intramucosal carcinoma in rectal polyps should not be 
diagnosed as adenocarcinoma and that the patholo- 
gist can give a valid opinion only if the whole tumor is 
available. —Alfred H. Noehren, M.D. 


Epidermoid Carcinoma of the Anus and Rectum. 
Corne.tius E, Sepcwick and EpuarpoO WAINSTEIN: 
Surg. Clin. N. America, 1959, 39: 759. 


EPIDERMOID CARCINOMA of the anus and rectum has 
been a disease associated with considerable differences 
in medical opinions. This report is a review of the 
cases of 40 patients with carcinoma of the anus and 
rectum seen by the authors from 1930 to 1956. Of 
these, 35 received treatment. Follow-up studies con- 
tinued until the last part of 1957 and 1958. 

The authors believe that squamous carcinoma oc- 
curs in less than 5 per cent of all rectal and anal 
tumors. Chronic benign anorectal lesions have been 
associated with this disease in a number of the 
patients. The major symptoms were rectal bleeding 
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and rectal pain. The presence of a mass, weight loss, 
diarrhea, and other complaints were frequent. The 
presence of a nodular mass (52.5 per cent), ulceration 
(27.5 per cent), granulating tissue (17.5 per cent), 
and induration (10 per cent) was noted in the group 
of anal lesions. Correct diagnosis is made by histologic 
examination of the lesion. 

Microscopic study was made of 37 cases; 86.5 per 
cent were squamous cell in type, 8.1 per cent, basal 
cell, and there was one case each of unclassified 
epidermoid carcinoma and adenoacanthoma. Most of 
the lesions were grades 2 and 3. The disease spread 
locally (42.8 per cent) and by the lymphatics (28.6 
per cent). There was a direct relation between the 
location of the lesion and the direction of its spread. 
Tumors below the mucocutaneous junction extended 
to the inguinal nodes and those above this junction to 
the perirectal tissues. No instance of blood vessel 
invasion occurred in the series. 

Twenty-eight of the patients in this series were 
treated by radical surgery, 3 patients had local ex- 
cision. and 3 colostomy. Four were treated by surgery 
plus radiation and 1 had curative radiation. Of 35 
patients treated, 17 lived for 5 years or more, a 5 
year survival rate of 48.6 per cent. Only 5 of this 
group have lived 10 years, giving a 10 year survival of 
14.3 per cent. Thirty-four patients were treated 
surgically and 17 have lived 5 years or more, a 5 year 
survival rate of 50 per cent. Only 13 lived for 5 years 
without recurrence, a 5 year cure rate of 38.2 per 
cent. 

The authors believe the best therapy for this disease 
is combined abdominoperineal resection of the anus 
and rectum. They cannot prove statistically that the 
addition of bilateral groin dissection improves the 
survival rate. They will, however, continue its use if 
the primary lesion is believed to be completely re- 
moved and the inguinal nodes do not appear to be 
involved. — Donald C. Geist, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Needle Biopsy of the Liver During Abdominal Sur- 
gery. R. Barratt Terry. Am. 7. Digest Dis., 1959, 4: 
378. 


THE AUTHOR POINTS OUT some of the known disadvan- 
tages of ordinary open wedge biopsy of the liver edge: 
the occasional problems with hemostasis; the fact that 
the tissue is usually taken at the end of the procedure 
when there may be some temporary changes in the 
liver; and the additional fibrosis that is found in the 
liver edge. 

In detail the author explains his specific technique 
of direct needle biopsy of the liver during open ab- 
dominal operations in instances in which the liver is 
readily exposed. If the incision does not permit direct 
insertion of the needle, the procedure may be carried 
out through the intact parietes, with a guiding hand 
inside the peritoneal cavity. A specific instrument is 
recommended which has some safety features: the 
inner trocar attached to the piston of the syringe; an 
external cap to predetermine the depth of the needle’s 
insertion; and a spring catch fitted on the cap of the 
syringe which engages with notches on the piston rod 
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as the piston is withdrawn and thus maintains it 
against negative pressure. 

In all of the 35 cases mentioned in this review, 
adequate tissue was removed for diagnosis. Hemostasis 
has not been a problem. Usually gentle pressure is 
adequate, although it is perfectly possible to inject 
thrombin down the needle track. 

In general, the author considers the biopsy so ob- 
tained superior to the standard wedge resection of the 
liver edge. — Ward D. O’Sullivan, M.D. 


The Radiologic Symptomatology of Chronic Pan- 
creatitis (La séméiologie radiologique des pancréatites 
chroniques). P. Matiet-Guy, P. JACQUEMET, and 
F, Cavazzutt. Lyon chir., 1959, 54: 161. 


CLASSICAL RADIOLOGIC EXAMINATIONS—demonstration 
of calcification of the gland (only 9 per cent positive in 
the authors’ series), gastric deformities which are un- 
common and seldom characteristic, and modifications 
of the duodenal loop, more frequent but often difficult 
to interpret—have been of limited value as guides to 
the indications for surgical intervention in chronic re- 
current pancreatitis. Since 1952 three new techniques 
have advanced considerably the radiologic diagnosis 
of chronic pancreatitis as well as carcinoma and 
pseudocyst, confirmed in a large number of cases by 
clinical history and operative findings. These tech- 
niques are intravenous cholangiography, transverse 
tomography, and hypotonic duodenography. 

Intravenous cholangiography is a valuable adjunct 
in demonstrating stenosis of the pancreatic portion of 
the common bile duct caused by chronic pancreatitis 
in those instances in which disease of the common duct 
due to other causes has been ruled out. The per- 
centage of positive demonstrations is small, however. 

Transverse tomography of Vallebona (retroperi- 
toneal injection of oxygen, followed by air insufflation 
of the stomach, after which a series of films is taken) 
enables one to visualize the body of the pancreas and 
improves the accuracy of radiologic diagnosis of 
chronic pancreatitis, carcinoma, and pseudocyst. The 
method gives a high percentage of correct results, but 
is not infallible and should be implemented with other 
diagnostic procedures. 

Hypotonic duodenography of Liotta (intramuscular 
injection of an anticholinergic drug, duodenal instilla- 
tion of a viscous solution of xylocaine, then barium via 
tube, a series of films, and, finally, gaseous distention 
of the duodenum) is the most precise technique avail- 
able for study of the anatomic state of the head of the 
pancreas. Tumors of the ampulla of Vater and cancer 
of the head of the pancreas are coexistent with a 
demonstrable rigid second portion of the duodenum. 
In chronic pancreatitis the duodenal shadow is de- 
formed in a characteristic manner by the inflamed 
pancreas. The method correlates extremely well with 
operative findings. —Edwin J. Pulaski, M.D. 


Splenectomy for Hematologic Disorders. M. S. 
DeWeese and F, A. Cotter. West. 7. Surg., 1959, 67: 
azo. 


DISTURBANCES OF SPLENIC FUNCTION that are associated 
with hematologic disorders characterized by a reduc- 
tion of one or more cellular components of the blood 
are now conveniently referred to as “hypersplenism.” 


Most of these diseases respond to splenectomy, al- 
though there is disagreement as to how the spleen 
produces its undesirable effect. Increased phagocyto- 
sis, inhibition of cell maturation by a humoral sub- 
stance, and peripheral hemolysis through antibody 
formation are suggested mechanisms. 

Primary hypersplenism includes diseases that arise 
from disturbances presumably originating in the spleen 
itself. Examples are idiopathic thrombocytopenic 
purpura, congenital hemolytic anemia, primary splenic 
neutropenia, and splenic pancytopenia. 

Secondary hypersplenism includes disturbances of 
splenic function from the effect of other diseases such 
as portal hypertension, Gaucher’s disease, sarcoidosis, 
neoplasms of the hemopoietic, lymphatic and reticulo- 
endothelial systems, and splenic infections. 

Acquired hemolytic anemia, Felty’s syndrome, and 
certain hypoplastic anemias are considered to be un- 
classified hypersplenism. 

In selecting patients for splenectomy, the usual 
hematologic studies are made to determine the diag- 
nosis. In patients with congestive splenomegaly, liver 
function tests help determine the operative risk. Roent- 
genograms of the gallbladder are indicated in all pa- 
tients with hemolytic anemia, because of the high 
incidence of gallstones in this disease. 

Bone marrow studies are essential. Splenectomy 
should not be performed on any patient whose bone 
marrow does not show evidence of hyperplasia of the 
specific cellular element that is deficient in the periph- 
eral blood. 

Needle aspiration of splenic tissue is occasionally 
useful in detecting neoplasms or agnogenic myeloid 
metaplasia. Splenectomy in the latter may cause 
death. In portal hypertension, percutaneous spleno- 
portography is utilized to determine the site of portal 
obstruction. Splenectomy is performed for the hyper- 
splenism, and splenorenal shunt is performed for the 
portal hypertension. 

Steroid therapy is administered to patients with 
idiopathic thrombocytopenic purpura of short dura- 
tion. Sustained remission has been induced in 28 per 
cent of patients without operation. If a relapse occurs, 
splenectomy is performed. In acquired hemolytic 
anemia, steroid therapy produced sustained remissions 
in 16 per cent. Steroids are used in both diseases, 
when indicated, for preoperative preparation, particu- 
larly in those patients with previous steroid therapy. 
Surgery is avoided if possible during an acute hemo- 
lytic crisis. 

An oblique incision from the xiphoid to the left 
flank is utilized. Splenic artery ligation is performed 
early. Search for accessory spleens is carried out early 
in the dissection, to avoid the confusion caused by 
small hematomas. Accessory spleens were found in 16 
per cent of the 62 patients being reviewed in this re- 
port. The gallbladder is removed at the same operation 
if cholelithiasis is present. 

Biopsies are routinely taken of the liver and the ret- 
roperitoneal and mesenteric lymph nodes. A drain 
is always left in the subphrenic space, no matter how 
meticulous hemostasis has been. 

Postoperatively, the hematologic response is followed 
long enough to determine the success or failure of the 
operation. In recurrence of purpura, steroid therapy is 
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indicated. A second procedure to search for accessory 
spleens is not often necessary. 

Of 28 patients undergoing splenectomy for primary 
hypersplenism, 25 had complete relief; 1 died. Of 19 
patients with secondary hypersplenism, 11 had relief 
of symptoms; 3 died. Patients with secondary or un- 
classified hypersplenism present a diversified group, 
and many cases are discussed individually. Of all 62 
patients, 75.8 per cent had optimal response to the 
operation. The early and delayed mortality was 11.3 
per cent. Both of these figures are improvements over 
previous statistics from the same clinic. The improve- 
ment is attributed to a better understanding of the 
nature of hypersplenism and hence a better choice of 
patients for surgery. Close cooperation between the 
surgeon and hematologist is essential to the best man- 
agement of these patients. —wStanley W. Tuell, M.D. 


The Relationship Between Heart Disease and Gall- 
bladder Disease. AMproseE G. Hampton, JULIAN R. 
Beckwitn, and J. Epwin Woop, Jr. Ann. Int. M., 
1959, 50: 1135. 


STATISTICAL STUDIES in the literature show a significant 
coexistence of heart disease and biliary tract disease. 
Manifestations of coronary artery disease most often 
found in patients with gallbladder disease are arrhyth- 
mias, ectopic pulse, auricular fibrillation, and heart 
block. When a diseased gallbladder is removed, the 
arrhythmias disappear or decrease in frequency, and 
symptoms of coronary insufficiency improve. 

The prevailing opinion is that vagal reflexes ini- 
tiated in the gallbladder reduce coronary artery blood 
flow. 

Pain originating in the gallbladder may mimic 
anginal pain. Similarly, pain of cardiac origin. may 
radiate to the right upper quadrant. At times the 
differential diagnosis of pain of biliary tract origin 
from cardiac pain is extremely difficult. 

A case is presented in which an abnormal electro- 
cardiogram reverted to normal after the removal of a 
diseased gallbladder. Electrocardiographic changes 
which revert to normal after operation appear to 
constitute evidence of underlying coronary artery dis- 
ease. 

The mortality risk in patients with heart disease 
and gallbladder disease is probably 3 per cent. Elective 
cholecystectomy is usually well tolerated. 

Improvement in cardiac status results only from 
removal of the extrinsic stimuli. There is no change in 
the fundamental, intrinsic heart disease. 

—Frederick W. Preston, M.D. 


Pathophysiology of the Sphincter of Oddi and Bili- 
ary-Pancreatic Reflux, Study by Rapid Serial 
Manometric Cholangiograms at the Rate of Two 
Films per Second (Physiopathologie du sphincter 
d’Oddi et du reflux bilio-pancréatique. Etude par la 
cholangio-manometrie seriographique rapid:deux cli- 


ches par seconde). M. Homero Cosco MontTA.po. 
Arch, mal. app. digest., Par., 1959, 48: 273. 


FOR THE PAST SEVERAL YEARS the author has been 
studying the pathophysiology of the sphincter of 
Oddi and biliary pancreatic reflux, by his own tech- 
nique of rapid cholangiography at the rate of two 
films per second, for the purpose of clarifying the 
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functional mechanisms of the sphincter of Oddi and 
their relationship to various diagnostic and thera- 
peutic problems of the biliary tree. The serial films, 
made on patients subjected to cholecystectomy an /or 
exploration of the common duct, are taken in three 
stages: (1) at increasing manometric pressures; (2) 
after an injection of morphine; and (3) after inhala- 
tion of an ampule of amy] nitrite. 

Studies made at normal choledochal pressure show 
that the sphincter of Oddi closes slowly upwards, 
thus thwarting rapid expulsion of bile into the duo- 
denum during the normal closing of the sphincter; 
that the normal choledochal “stop” is convex, like 
a bullet; and that the sphincter can contract in- 
dependently of the duodenum, a finding at odds 
with that of others who affirm the intervention of the 
duodenum. Studies made at hypertensive choledochal 
pressure show that hypertension causes a zonal reflex 
contraction of the middle section of the second portion 
of the duodenum, and that when the sphincter of 
Oddi opens, the bile passes into the duodenum and 
into the canal of Wirsung, causing a reflux that takes 
place during the open phase of the sphincter of Oddi, 
and not during the contraction of the common bile 
duct nor during the independent contraction of the 
lower sphincter of the ampulla, as has been claimed. 

The study during hypertension caused by morphine 
shows that the duodenal contraction is more intense, 
and that the choledochal “stop” is horizontal or 
concave, like a parrot’s beak. 

The study with amy]! nitrite shows that it causes a 
rapid emptying of the common duct and the canal 
of Wirsung through extreme relaxation of the sphinc- 
ter. This finding does not support the theory that 
amyl nitrite favors reflux into the pancreatic duct. 

The author establishes the fact that the three 
branches of the sphincter of Oddi open and close, 
acting in conjunction, and that during the closure at 
hypertension there is a four-fold contraction (bile 
duct—pancreatic duct—papilla—duodenum). Spasm 
and hypertension of the common duct are the funda- 
mental elements that generate the reflux, and treat- 
ment should be directed towards them to prevent 
pancreatitis. 

The biliopancreatic reflux is explained in three 
stages: (1) contraction of the sphincter of Oddi and 
of the duodenum with a “stop” and hypertension of 
the common bile duct; (2) opening of the sphincter 
of Oddi and filling of the pancreatic duct; and (3) 
closing of the sphincter of Oddi, imprisonment of the 
reflux, and a double “stop.” 

— Edwin 7. Pulaski, M.D. 


Serial Operative Cholangiography Under Mano- 
metric Control in 645 Operations on the Biliary 
Tract (L’apport de la cholangiographie peroperatoire 
en serie sous controle manometrique au cours de 645 
interventions sur les voies biliaires). A. A. ARIANOFF 
and Er. H. HENRARD. Acta gastroenter. belg., 1959, 22: 
101. 


Because of its location and size, the biliary tract re- 
quires special consideration whenever surgical inter- 
vention is contemplated if disastrous postoperative 
sequelae are to be avoided. The special problems 
peculiar to biliary tract surgery are congenital or 
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acquired anatomic abnormalities, ascending cholan- 
gitis, and extension of disease to contiguous organs. To 
solve these problems, numerous procedures have been 
introduced to disclose extension of the disease or to 
prevent operative injury to the biliary tree, although 
none has been perfect. A significant advance came 
with the introduction of operative and/or postoperative 
cholangiography. 

This procedure has been modified by the authors 
who call their modification serial cholangiography 
under manometric control. The addition of mano- 
metric control and serial films has the advantages of 
avoiding complications due to introduction of contrast 
dye under undue pressure, eliminating artefacts, and 
demonstrating disease which can be revealed only by 
subjecting the ductal system to varied pressures. 

The transcystic route is the one most frequently 
employed. Films are taken at the normal pressure and 
repeated at increasing pressures until a total of six 
exposures has been made. Cholecystectomy is per- 
formed while the films are developed and prepared 
for reading, so that operating time is not significantly 
increased. The method affords accurate identification 
of calculi in the biliary tree as well as deformities due 
to congenital or disease-acquired disturbed patho- 
physiology. 

In 645 cases the incidence of operative reinterven- 
tions for residual stones or other causes was less than 2 
per cent. Cholangiography is an invaluable aid to the 
surgeon, but good films are mandatory for optimal 
results, the authors conclude. 

—Edwin 7. Pulask, M.D. 


Spontaneous Internal Biliary Fistula. Norman R. 
Wa tt and Grarton A. Situ. Missouri Med., 1959, 
56: 523. 


THE SPONTANEOUS OCCURRENCE of internal biliary 
fistula, usually concurrent with biliary tract disease, 
is a most serious and difficult problem often associated 
with a discouraging mortality rate. Internal biliary 
fistulas usually occur in the following order of fre- 
quency: cholecystoduodenal, cholecystocolic, chole- 
dochoduodenal, and cholecystogastric. These fistulas 
are usually recognized during the sixth or seventh 
decade of life. The incidence of this complication in 
gallbladder operations varies from 3.5 to 7 per cent 
as reported in this article from the University of 
Missouri. 

Gallbladder disease is the underlying cause of most 
internal biliary fistulas. The cholecystoduodenal 
fistula, a most common type, develops secondarily to 
benign cholecystic disease and rarely occurs without 
stones. Gallstones are the cause in 90 per cent of all 
cases, while perforating peptic ulcer (6 per cent) or 
carcinoma (4 per cent) also can be the offending 
agent. The most frequent complication of internal 
biliary fistula is bacterial infection with development 
of cholangiohepatitis. Gallstone ileus is a frequent 
secondary complication of biliary fistula. Internal 
hemorrhage caused by an eroding gallstone can give 
rise to severe blood loss. 

Internal biliary fistula can be diagnosed best by 
roentgenogram; however, the clinical history is an 
important adjunct. Usually there is a history of long 
standing cholecystic disease. Of particular diagnostic 


significance is relief of obstructive biliary symptoms 
followed by gastrointestinal symptoms. This occurs 
at the time of fistula formation and is frequently 
accompanied by a weight loss. There can be inter- 
mittent jaundice produced by alternate fistula forma- 
tion and spontaneous closure. 

Physical examination may be of little help. Signs 
of gastrointestinal obstruction may be present if a 
stone has lodged in the bowel. Roentgenographic 
study is the most helpful aid in diagnosis of these 
fistulas. Borman and Rigler offered the following 
outline of roentgen diagnosis. 

1. Direct signs: 
a. Gas, air, or barium in the gallbladder or 
biliary tree 
b. Mucous membrane changes at the stoma of 
the fistula 
2. Indirect signs: 
a. Nonfunctioning gallbladder (cholecysto- 
gram) 
In the true fistula, portions of the intrahepatic biliary 
tree are usually filled with barium and are thus 
visualized roentgenographically. 

Surgery is the treatment of choice in cases of internal 
biliary fistula, but this choice must be made with 
studied care, since these patients are frequently poor 
risks. A carefully planned preoperative preparation 
must be accomplished before these patients can 
safely assume the added burden of an operation. The 
previously reported mortality rate of 10 to 50 per 
cent can be bettered only by early surgery when 
all complications are suspected and complete pre- 
operative preparations are accomplished. The death 
rate is most frequently related to infection or hepatic 
insufficiency. No single operation can be employed 
to correct all biliary fistulas. The remedial procedures 
depend on the viscera involved, the size and location 
of the fistulous orifices, and the presence of obstructive 
pancreatitis, cholangitis, subhepatic abscess, or chole- 
dochal stone. Each case must be individualized. How- 
ever, the sequence of these operations should follow 
a definite pattern of complete abdominal exploraiion 
with suspicion directed toward the occurrence of 
gallstones, peptic ulcers, or the presence of a neo- 
plasm. 

The procedure should always include a complete 
operative cholangiographic visualization of the biliary 
tract by injection of diodrast directly into the fundus 
of the gallbladder or an accessible radical. The repair 
of a stricture of the major ducts or severance of these 
structures is preferably managed at the earliest possi- 
ble time. A primary duct-to-duct anastomosis distal 
to the insertion of a T tube is to be preferred. 

Staged remedial operations, especially if an eroding 
ulcer is the causative factor, can at times salvage 
the patient to later withstand a definitive correction 
of the fistula. 

Seven case histories with brief comments are pre- 
sented in the report. — Bernard C. Gerber, M.D. 


Planned Cholecystostomy. Rosert S. SPARKMAN. Ann. 
Surg., 1959, 149: 746, 


CHOLECYsTOsToMy, once the standard operation for 
gallbladder disease, is now employed principally in 
those patients who are too ill to undergo the more 





extensive procedure of cholecystectomy, or in whom 
an attempt at cholecystectomy is abandoned because 
of technical difficulty or deterioration of the condition 
of the patient. 

If the critical condition of the patient is apparent 
prior to operation. the surgeon may commit himself to 
cholecystostomy from the beginning (planned chole- 
cystostomy). The more extensive incision, manipula- 
tion, and anesthesia incident to cholecystectomy are 
thereby avoided. By thus limiting the operative pro- 
cedure to a minimum, the surgeon offers the poor-risk 
patient the best chance for survival. Insufficient em- 
phasis has been placed on the value of prior planning 
of this procedure. The author reports his experience 
with 17 cholecystostomies performed in the course of 
252 gallbladder operations on 245 patients. In 13 of 
17 instances, cholecystostomy was undertaken as a 
planned procedure. 

The frequency with which cholecystostomy is per- 
formed varies greatly among different surgeons. Some 
never use it except as a means of escape from a tech- 
nically difficult situation. A review of reports pub- 
lished since 1950 discloses variations in incidence of 
cholecystostomy ranging from 1 per cent to 28.4 per 
cent. In an analysis of 1,060 patients with acute 
cholecystitis at Charity Hospital, New Orleans, 
Louisiana, Becker stated that a careful review of the 
records of 68 patients who died led to the belief that 
one-third of them probably would have survived if 
cholecystostomy had been performed instead of chole- 
cystectomy. 

Indications for cholecystostomy are relative rather 
than absolute. Specific indications are difficult to de- 
fine, since multiple factors are often involved in the 
decision to perform cholecystostomy. Candidates for 
this procedure are derived generally from two groups, 
the first comprising those with difficult technical situa- 
tions relating to the condition of the gallbladder and 
adjacent structures, and the second consisting of those 
patients whose general condition is so precarious that 
a procedure as extensive as cholecystectomy entails a 
prohibitive risk. 

Some of the specific indications cited by various au- 
thors include the following: patients with decompen- 
sated heart disease, uncontrolled diabetes, and other 
severe intercurrent disease such as uncontrolled perni- 
cious anemia, cerebral vascular accidents. pulmonary 
insufficiency, or obesity. More detailed indications 
include: acute cholecystitis with inflammatory edema 
of the gastrohepatic omentum; perforated gallbladder, 
pericholecystic abscess, bile peritonitis, empyema of 
the gallbladder, and traumatic rupture of the normal 
gallbladder. 

In every patient who has undergone cholecystos- 
tomy, the ideal objective is to perform subsequent 
cholecystectomy when the condition of the subject has 
improved sufficiently and when a suitable interval has 
elapsed. 

The factors which led to the performance of chole- 
cystostomy in the 17 patients in this series may be sum- 
marized as follows: advanced age in 11 (cholecystos- 
tomy in 11 of 35 patients over 70 years of age); rup- 
ture, peritonitis, or evidence of severe sepsis in 6; 
associated acute edematous pancreatitis in 3; heart 
disease in 11; cerebral vascular accident with paralysis 
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in 2; bed confinement from arthritis in 2; pronounced 
obesity in 5; pulmonary disease, renal disease, and 
pyloric obstruction in 1 each; the occurrence of acute 
cholecystitis soon after an unrelated operation in 4. 
Thus, there were 47 factors in 17 patients, indicating 
the frequency with which the decision to perform 
cholecystostomy is predicated upon a combination of 
circumstances. In 13 of the patients cholecystostomy 
was accomplished as a planned procedure. 

The one real disadvantage of cholecystostomty lies 
in the fact that the patient may be obliged to undergo 
secondary cholecystectomy. The advantages of chole- 
cystostomy may be summarized as follows: 

1. It is a relatively simple procedure which sub- 
jects the critically ill patient to minimal anesthetic 
and operative risk. 

2. It provides prompt, effective decompression of 
the biliary tract. It thereby relieves the immediate 
attack and circumvents rupture, abscess, or peritonitis. 

3. If all stones can be removed, cholecystostomy 
may serve as a satisfactory definitive procedure for 
those in whom life expectancy is limited or in whom 
the risk of subsequent cholecystectomy is prohibitive. 

4. For the surgeon who deals with these problems 
infrequently, cholecystostomy is a far safer procedure 
than cholecystectomy in the poor risk patient. 

5. The cholecystostomy tube provides a channel 
through which subsequent cholangiographic studies 
can be performed. 

6. Dissection in the danger zone, the region of the 
junction of the cystic and hepatic ducts, is avoided at 
this time. 

Young surgeons, especially those still in training, 
should be encouraged to employ cholecystostomy in 
critically ill patients without feeling that either surgical 
defeat or cowardice has been suffered by selection of 
this procedure. — Bernard C. Gerber, M.D. 


In Defense of the Conservative Treatment for Acute 
Cholecystitis with an Evaluation of the Risk. 
Davip McCussrey and Tuurston THIEME. Surgery, 
1959, 45: 930. 


THE AUTHORS REPORT THEIR RESULTS in treatment of 
patients with acute cholecystitis in order to attempt 
to clarify the issue of immediate operation in contrast 
to conservative treatment. The authors point out that 
immediate operation presumes a correct but often 
unconfirmed diagnosis and accepts the hazard of ur- 
gent or immediate surgery. Conservative treatment 
accepts the dangers of gallbladder perforation or 
abscess and offers elective operation if conservative 
treatment is successful. 

The authors report on 345 patients treated from 
1952 through 1956 at St. Joseph Mercy Hospital, 
Ann Arbor, Michigan. Of the 345 cases the disease 
was controlled in 280 (81.5 per cent) leading to elec- 
tive surgery in 126 and discharge without surgery in 
154. There was one death in this group, and 30 per 
cent of those discharged without surgery returned for 
subsequent operation. Because conservative treat- 
ment did not bring about satisfactory remission, ur- 
gent or emergency surgery was required in 65 cases, 
and in this series there were 8 deaths. In the entire 
series 4 patients suffered perforation of the gallbladder 
and in 6 patients pericholecystic abscess developed. 
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None of these patients died. Surgery was performed 
within 72 hours in 3 and on the fourth day in another 
of the 8 patients who died, indicating little delay. All 
deaths occurred in patients over 60 years of age, and 
7 were in patients over 70 years of age, which points 
out that advanced age is certainly a factor in making 
this operation more hazardous. 

The authors believe that conservative treatment is 
the policy of choice in acute cholecystitis in an aver- 
age community hospital. 

— John H. Schneewind, M.D. 


Operations upon the Common Bile Duct for Stones. 
James F. MarsHatt and Rate W. BLanp. Ann. 
Surg., 1959, 149: 793. 


A STUDY HAS BEEN MADE of 760 patients with disease of 
the gallbladder and extrahepatic bile ducts, exclusive 
of cancer of the ducts, ampulla of Vater, or the head of 
the pancreas. The ducts were explored in 27 per cent 
of patients, and stones were found in 40 per cent of 
those explored or in 10 per cent of the total number 
of patients undergoing cholecystectomy. 

The mortality rate for the entire group of patients 
was 2.1 per cent. After cholecystectomy alone the 
mortality rate was 0.2 per cent. For acute cholecystitis, 
it was 1.54 per cent. Cholecystectomy caused no 
deaths. The mortality for cholecystectomy plus 
choledochostomy was 4.9 per cent, whereas that for 
patients having previously had operations upon the 


gallbladder and biliary tract was 13.6 per cent. The 
operative mortality for all those having cholecystec. 
tomy and choledochostomy or choledochostomy alone 
was 6.8 per cent. — John F. Maloney, M.D. 


MISCELLANEOUS 


Mesenteric Cysts (Contributo allo studio delle cisti 
del mesentere). R1ccARDO VECCHIONE. Rass. internaz, 
clin. ter., 1959, 39: 217. 


THE AUTHOR reports a case of lymphatic cyst found 
in a 22 year old female. Clinical symptoms consisted 
of irregular abdominal pain which had been present 
for about 2 years. She was considered to have chronic 
appendicitis. At operation she was found to have a 
cystic mass in the mesentery of the ileum about the 
size of an orange. The mass was intimately associated 
with the small bowel, which necessitated resection of 
the adjacent small bowel together with the mass. A 
lateral side-to-side anastomosis was accomplished and 
appendectomy was performed. The postoperative 
course was uneventful. The pathologic report was 
lymphatic cyst probably arising from fusion of dilated 
adjacent lymphatic vessels. 

Lymphatic cysts of the mesentery are considered 
rare. The author discusses the subject of mesenteric 
cysts and presents a classification divided into (1) true 
cysts, (2) parasitic cysts, and (3) pseudocysts. 

—Lucian J. Fronduti, M.D. 
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UTERUS 


Enzymatic Aspects of the Blood Serum of Women 
Suffering from Malignant Neoplasm of the Genital 
Tract with Relation to Telecobalt 60 Therapy: 
Aldolase Activity (Aspetti enzimatici del siero de 
portatrice di neoplasia age oe dell’apparato genitale 
in relazione con la tele-cobalto 60-terapia: Attivita 
aldolasica). G. SANTONI. Ann. ostet. gin., 1958, 80: 595. 


THE REPORTED MATERIAL comprised 102 women. 
Twenty of these subjects, ranging in age from 18 to 65 
years and clinically well, were used as controls (group 
1). The remaining 82 were suffering from malignant 
neoplasm of the genital tract. Twenty of these were 
tested for aldolase activity before initiation of the irra- 
diation treatment (group 2). Fifty were tested during 
the period of therapy. Finally, a mixed aggregation of 
12 patients were tested about 1 month after cessation 
of the treatment. 

Of the 50 subjects who were tested for aldolase 
activity during the period of treatment, 14 received 
135 to 1,350 roentgens; 12 received 1,350 to 2,700 
roentgens; 12 received 2,700 to 4,050 roentgens; and 
12 received 4,050 to 5,400 roentgens, these comprising 
groups 3, 4, 5, and 6. 

The technique of the testing of the aldolase activity 
of the blood serum was, in essence, that commonly 
employed. In this study the values given are ex- 
pressed in c.c. of fructose-1,6-diphosphate which 
are demolished by 1 ml. of the serum under test in 1 
hour at 37 degrees C. 

In group 1 the aldolase activity averaged 5.68+ 
0.56; in group 2 the average value was 9.73 + 0.56; in 
group 3 it was 10.31+0.74; in group 4, 12.57+0.77; 
in group 5, 11.53+0.65; in group 6, 8.70+0.85 and, 
finally, in the group in which the test was not con- 
ducted until approximately 1 month after cessation of 
the irradiation therapy, the values had returned to 
within normal limits, that is, specifically an average 
value of 7.24+0.78. 

Thus it seems obvious that telecobalt 60 does pro- 
voke an increase in aldolase activity, and the question 
arises as to how it accomplishes this effect. However, 
it is seen that the augmentation of aldolase activity 
under treatment does not occur constantly, but only 
in a relatively few cases wherein the diffusion of the 
neoplastic process has been especially extensive. At 
first it was thought that this effect was solely the ex- 
pression of the presence of necrotic tissue; however, 
Warburg and Christian (Biochem. Zschr., 1943, 314: 
399) showed that in rats with malignant tumor this 
effect was present even in the proved absence of a 
necrotic process. This finding raised the assumption 
that this increase in the amount of aldolasic circulat- 
ing enzyme might also be the expression of a meta- 
bolic modification which is induced in the host by the 
presence of the malignant neoplasm. For its growth 
needs the tumor utilizes the enzymes which are 
mobilized from other body tissues, the mobilization 
resulting in the blood serum’s containing greater 


amounts of aldolase than do the tissues actually in- 
vaded by the neoplastic process. 

The author leans towards the concept that, in pa- 
tients with a malignant process of the genital organs, 
the augmentation of the enzyme in the blood serum is 
due to its passage into the blood circulation from the 
cells which have been the target for the irradiation 
and are therefore undergoing regressive phenomena. 
To him the hypothesis that the telecobalt 60 therapy 
in itself produces an exaltation of the processes of 
glucolysis seems improbable. 

In any case, the author’s studies show that the de- 
termination of the aldolase activity in the blood serum 
in instances of malignant tumor of the female geni- 
talia is quite limited, particularly with reference to 
the value of this determination for purposes of preco- 
cious diagnosis. As has already been noted, the aldo- 
lasic values, even in the presence of a malignant 
tumor, may be absolutely normal. At most, the cases 
with high enzymatic values should induce the sus- 
picion of the presence in the host of neoplastic tissue. 

Ultimately considered, the study of the relation of 
irradiation therapy to the enzymatic reaction of pa- 
tients with malignant tumor is only beginning. The 
results so far obtained in this work would seem to 
portend possibilities of great biologic and clinical im- 
port. — John W. Brennan, M.D. 


Detection of Gynecologic Cancer by Fluorescence 
Microscopy. WALTER SussMAN. Obst. Gyn., 1959, 13: 
273. 


FLUORESCENCE MICROSCOPY is based on the cyto- 
techemical nature of the cell. Each normal cell con- 
tains a specific amount of DNA and RNA. The rapid- 
ly proliferating cell appears to have an increase of 
these acids and shows a more brilliant fluorescence. 
The chromosome masses of the nucleus show up as 
green particles, while the cytoplasm may reveal a red 
color on a blue-black background. 

The technique of staining takes 12 minutes and the 
scanning 3 minutes for normal smears, thus tending 
to provide a more rapid diagnostic procedure than 
was heretofore available. This method of elimination 
of normal smears would expedite mass screening for 
atypical cellular disease. Of 1,050 smears, 5 were 
either suspicious of cancer or positive for cancer, and 
all 5 patients were proved by biopsy to have malig- 
nant lesions. —Alan Rubin, M.D. 


The Laboratory, The Surgeon, and In Situ Cancer of 
the Cervix. S. C. Kaspon. Obst. Gyn., 1959, 13: 576. 


VAGINAL FLUID BETA GLUCURONIDASE LEVELS may be 
used as a screening technique to find early invasive 
and preinvasive carcinomas of the cervix. Levels 
about 400 units per gram in premenopausal women 
indicate the need for careful study. Similar levels may 
be caused by trichomonal and neisserian infection, 
hypoesterin states, and pregnancy. If these conditions 
are ruled out, the critical level indicates cellular hy- 
peractivity in the cervix uteri, such as basal cell 
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hyperplasia, carcinoma in situ, and early invasive 
carcinoma. —M. Leon Tancer, M.D. 


Carcinoma in Situ of the Cervix. Evt!izABETH MussEy 
and Epwarop H. Soute. Am. 7. Obst., 1959, 77: 957. 


THE AUTHORS review 842 cases of carcinoma in situ 
of the cervix, diagnosed and treated at the Mayo 
Clinic from January 1, 1932 through December 31, 
1957. 

The ages of the patients ranged from 19 to 79 years, 
with a mean of 43.4 years. Of the 842 women 33 were 
unmarried and 148 had never been pregnant. Twenty- 
nine patients had cautery to the cervix and 2 had 
amputation of the cervix prior to the diagnosis of can- 
cer. Ten patients gave a history of previous radium or 
roentgen therapy. 

Since 1956 a routine cervical smear has been per- 
formed on all women more than 25 years of age reg- 
istered for a general physical examination. 

In the presented series carcinoma was found in 363 
cases largely because of the evidence in the smear 
and in more than half of these the cervix was de- 
scribed as normal or clean. In 41 of the 685 cases in 
which smears were taken, no malignant cells were 
found. In 38 cases the initial smear was positive, but 
carcinoma was not found in the first biopsy. No re- 
sidual carcinoma was found in the cervices of 158 of 
the 786 patients treated surgically. In 72 cases a diag- 
nosis of carcinoma in situ was not made prior to oper- 
ation. Carcinoma in situ was found in the cervical 
stump of 61 patients with a history of previous sub- 
total hysterectomy. 

Leucoplakia of the cervix was an associated patho- 
logic finding in 66 cases. Polyps were present in the 
cervices of 59 patients, and in 15 of these carcinoma 
was found in the polyp. Involvement of the vaginal 
cuff by carcinoma in situ was observed in 13 cases. 
Invasive carcinoma of the vagina developed subse- 
quent to treatment of carcinoma in situ of the cervix 
in 2 patients. Seventy-one of the patients in the pre- 
sented series had extracervical malignant lesions. 

Fourteen patients were pregnant at the time the 
diagnosis of carcinoma in situ was made; 11 were in 
the first, 2 in the second, and 1 in the third trimester 
of pregnancy. Hysterectomy was performed in 10 of 
these cases, in 2 of which the ovum was in the tube. 

Six patients became pregnant and had a total of 
11 deliveries subsequent to diagnosis and treatment 
of carcinoma in situ of the cervix. Their treatment 
consisted of conization (3 cases), cautery (2 cases), 
and amputation (1 case). 

Hysterectomy and excision of the upper part of the 
vagina is the treatment of choice advocated by the 
authors. Only in patients in the childbearing age with 
a manifested desire for pregnancy and willingness to 
accept the risk involved is a more conservative pro- 
cedure, such as conization, justified. Hysterectomy 
(vaginal, total abdominal, Wertheim, excision of cer- 
vical stump) was performed in 747 cases (88.7 per 
cent). Follow-up data on 561 patients show 521 to 
be free of cancer, 34 dead from unrelated causes. Six 
patients had subsequent carcinoma of the vaginal 
vault and one of these is dead. One patient died in 
the immediate postoperative period. 

— Lawrence I. Bernard, M.D. 


Pelvic Exenteration for Carcinoma of the Cervix; 
Clinicopathologic Study of 60 Operations. THomas 
F. Sitva, Grrpert H. Frrepecr, and LANGpon Par. 
sons. NV. England J. M., 1959, 260: 519. 


Between 1949 and 1958 37 total, 21 anterior, and 2 
posterior exenterations were performed at the Massa- 
chusetts Memorial Hospital, Boston, Massachusetts, 
in 60 cases of carcinoma of the uterine cervix. All 
available pathologic material was reviewed without 
knowledge of the outcome of the cases, and an effort 
was then made to correlate the histologic findings in 
the surgical specimens with the preoperative and 
postoperative clinical features. 

The most striking correlation was found between 
the presence of metastatic cancer in regional lymph 
nodes and patient survival. None of the 26 patients 
with one or more positive nodes survived for 5 years 
after operation, although 2 are alive and well at 30 
and 36 months. In the group of 30 with cancer 
present in the operative specimen but not involving 
the lymph nodes, 7 of 13 patients operated on 5 or 
more years ago have survived free of disease. 

The correlation of survival with lymphatic or 
blood-vessel invasion (or both) in the cervix and para- 
cervical tissue was less striking, but the data suggest 
that these histologic findings may be of some use in 
evaluating the biologic stage of the disease and hence 
in a more accurate prognosis in the individual case. 

— john R. Wolff, M.D. 


Problem of the Lymph Nodes in Carcinoma of the 
Cervix Uteri (Zum Lymphknotenproblem des Car- 
cinoma colli uteri). G. REmrFENsTUHL. Wien. med. 
Wschr., 1959, 109: 294. 


INCREASED KNOWLEDGE of the pelvic system of lymph 
nodes has led to more extensive lymphadenectomies. 
The partly hidden location of the nodes behind the 
blood vessels of the pelvic wall posed certain difficul- 
ties in the planning of a more radical operation than 
that hitherto known as “radical lymphadenectomy.” 
To ascertain whether an actually greater involve- 
ment of distant lymph nodes could be demonstrated, 
the author undertook a re-examination of past cases. 
Since 1955, the hitherto not removed lymph nodes 
partly hidden by the great vessels of the pelvic wall 
were removed in the Navratil operation, since recent 
anatomic studies had shown them to constitute im- 
portant regional lymph stations for the cervix. Most 
of the operations mentioned were performed by 
Navratil, and the operations performed in 1952 were 
used for comparison, since from that time on a com- 
pulsory instead of an optional removal of the lymph 
nodes was instituted. Although advanced carcinoma 
of the cervix is not necessarily always initially asso- 
ciated with more extensive lymph node involvement, 
statistics indicate that the incidence of lymph node 
metastases increases in progressive stages. According 
to Navratil, the incidence for stage I was 17.2 per cent, 
for stage II 32.9 per cent, and for stage IIT, 46.5 per 
cent. A decision as to whether or not lymphadenec- 
tomy should be more extensive would necessitate pre- 
liminary observation of material from comparative 
years. A comparison of the number of lymphadenec- 
tomies performed in the 4 stages of carcinoma of the 
cervix each year from 1952 to 1957 inclusive shows 
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that the number has increased by 13 per cent. In the 
period of 1952 to 1957, radical Wertheim operations 
were performed on 206 patients, with lymphadenec- 
tomy in 200, or 97.08 per cent. During the first 4 
years in which Navratil’s lymphadenectomy was 
practiced, the incidence of positive lymph node in- 
volvement varied between 10 and 20 per cent. 

In 1956, after a careful study of the anatomy of 
the pelvic lymph node system showed that a more 
radical lymphadenectomy would reveal a greater 
number of carcinomatous nodes, most of the pelvic 
lymph nodes were removed. In 1956 the lymph gland 
involvement was 43.7 per cent, and in 1957, 35.8 per 
cent, a more radical lymphadenectomy having been 
practiced than in the first 4 years of this series. The 
distribution of positive nodes in relation to the stage 
of malignancy is tabulated. A constant increase in 
the number of positive glands has been demonstrated 
after the introduction of Navratil’s radical pelvic 
lymphadenectomy. By far the greatest incidence of 
lymph gland involvement was shown to occur in 
stage II. —Edith Schanche Moore. 


Late Results of Radium Therapy in Cervical Carci- 
noma. BENT S@RENSEN. Acta radiol., Stockh., 1958, 
Suppl. 169. 


Tus 175 PAGE REPORT is a 25 year follow-up study 
of 798 patients treated for carcinoma of the cervix 
from 1922 through 1929. 

The treatment was with pure radium and followed 
the Stockholm technique. Two sittings at intervals of 
10 days were used to apply 60 to 70 mgm. radium 
intracervically and 100 mgm. against the cervix for 
20 hours. The total dose was 6,400 to 6,800 mgm. 
hours. 

None of these patients had been treated previously 
and none had any other type of therapy. Fifty-nine 
are alive 25 years after treatment. Only 6 of the en- 
tire group were untraceable. 

Ninety-eight patients died of intercurrent diseases. 
Of these, 14 died of other cancers; the remainder died 
of cervical cancer. 

Case histories are well documented, and a table 
lists follow-up studies on all 798 patients. 

—John R. Wolff, M.D. 


Recent Advances in Surgery for Infertility. V. B. 
GREEN-ARMYTAGE. 7. Obst. Gyn. Brit. Empire, 1959, 
55; 32. 


THIS BIRD’s-EYE VIEW of surgical advances in infer- 
tility was written by one of the foremost gynecologists 
in the world and represents the personal preferences 
of a man whose experience with infertility problems 
is vast. 

Surgery in the presence of fimbrial and cornual 
closure is described in some detail as regards instru- 
ments and technique. There are pertinent remarks 
about surgery in cases in which endometriosis, tuber- 
culosis, or the Stein-Leventhal syndrome is the cause 
of infertility. A short discourse on the use of surgery 
for the treatment of habitual abortion concludes the 
article. 

This article and its bibliography is a collection of 
gynecologic gems and should be read by all interested 
in fertility problems. —M. Leon Tancer, M.D. 
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ADNEXAL AND PERIUTERINE CONDITIONS 


The Stein-Leventhal Syndrome (Sindrome di Stein- 
Leventhal). JUAN JORGE RavERA. An. Fac. med. Montev. 
1958, 43: 207. 


Five EXAMPLES of this condition are reported. Fraenkel, 
at the Institute of Endocrinology in Montevideo, Uru- 

ay, has been working for more than a decennium 
laa. Gyn. Obst., Internat. Abstr. Surg., 1941, 73: 552) 
on the endocrinologic manifestations in gynecology. 
During the course of these studies, he uncovered the 
histologic finding in many of his sterility patients of 
the so-called hyperthecosis and, of late years, has 
tended to link his work with that on the Stein-Leven- 
thal bilateral polycystic ovary, in that the hyper- 
thecosis is claimed to be the essential substrate of 
both his and Stein’s and Leventhal’s cases. 

The purpose of this report is to emphasize the ne- 
cessity of an anatomic and histopathologic diagnosis 
of the Stein-Leventhal syndrome. Anatomically, each 
of the author’s patients showed at operation the more 
or less enlarged, smoothly surfaced, testicle-like ovaries. 
The cuneiform resection of these ovaries always re- 
sulted in noticeable improvement in the sexual func- 
tions more than in the hirsutism of marked character, 
involving the cheeks, the chin, the upper lip, and the 
extremities, and the android type of pubic hair. Never- 
theless, these patients were always of feminine psychism 
and, after the resection, the hair always became finer 
and more silky in texture. These changes, which are 
universally recognized as characteristic of the syn- 
drome of Stein-Leventhal, were constant; indeed, 2 
of the author’s patients later became pregnant. No 
attempt is made by the author to elucidate the patho- 
genesis of this morbid entity, other than to point out 
that 2 of his patients were sisters (familial character). 
The histologic picture showed regularly more or less 
thickening of the tunica albuginea, numerous, usually 
small, but irregularly sized cysts in the ovarian cortex, 
and hyperthecosis. This proliferation of the inner stra- 
tum of the theca was encountered in the cyst walls and 
in small islands and strands in the midst of the dense, 
compact stroma of the organ. As an expression of the 
failure of follicular maturation there was a total ab- 
sence of corpus luteum and of corpus albicans. Estro- 
genic treatment of these patients had had no lasting 
effects. 

To afford some conception of the diagnostic diffi- 
culties encountered, a brief exposition of the sympto- 
matic and nosologic peculiarities of each individual 
case is presented. 

The first patient was 21 years of age. The menstrual 
cycles had been initiated at 14 years of age and had 
since become progressively more irregular and scanty. 
The hirsutism, of the usual android character, had 
been present since childhood Fifteen days after the 
cuneiform resection there developed, after a very pain- 
ful period, a normal two day cycle. Thereafter, the 
menstrual cycles appeared regularly for a period of 2 
years, the patient then disappearing from view. 

The second patient was 24 years of age. Her men- 
strual periods started at 16 years of age and continued 
once every 6 months. Improvement was very slow, 
perhaps because the condition was advanced (one 
ovary was 6 cm. at its greatest diameter) and the ex- 
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cised specimens were not very ample. However, 1 year 
later, the patient became pregnant. 

The third patient was 20 years of age. Her men- 
strual cycles began at the age of 14 and recurred every 
6 to 7 months. The hirsutism of this patient, who was a 
sister of the second patient, was more intense than that 
of her sister. It involved the cheeks, the chin, the ex- 
tremities, and even the periareolar and intermammary 
regions, with distribution of the exaggerated android 
type. After the resection the menstrual cycles began 
after a period of 1 month and have been perfectly 
regular and normal since. 

The fourth patient was 25 years of age. Her monthly 
periods began at the age of 12 but were scanty and 
irregular. The patient was suffering from obesity, acne, 
oily skin, hirsutism, and sterility. After the ample re- 
section of the enlarged ovaries (about 4 times the nor- 
mal size) the menstrual cycles became normal in every 
respect and have remained so for 2.5 years. The hir- 
sutism has also become less pronounced. 

The fifth patient was 32 years of age. Her monthly 
bleeding began at the age of 15 and was normal for 
about 1 year, then became irregular and scanty with 
amenorrheic periods of 3 to 4 months. She was married 
at the age of 20 and has been pregnant twice. The first 
pregnancy terminated in abortion at 3 months, and 
the second resulted in the birth of an only son. Thirty 
days after the ovarian resection she began to men- 
struate normally, and 6 months later she was again 
pregnant. — John W. Brennan, M.D. 


MISCELLANEOUS 


Preliminary Observations on Urinary a Ex- 


cretion in Certain Gynecologic Disorders. James B. 
Brown, Rosert KE.xar, and G. Douctas MATTHEW. 
J. Obst. Gyn. Brit. Empire, 1959, 67: 177. 


URINARY ESTROGEN DETERMINATIONS (estriol, estrone, 
and estradiol) were made in 75 patients whose clinical 
histories, revealing a variety of gynecologic disorders, 
were summarized. The results were correlated with 
bleeding phases and the endometrial histologic find- 
ings. The chemical method of estrogen determination 
first described by Brown was used in order to provide 
greater accuracy. 

The patients chosen for study could be divided into 
three large clinical groups: those with postmenopausal 
bleeding, those with some form of dysfunctional uter- 
ine bleeding, and those with amenorrhea, either pri- 
mary or secondary. 

The authors noted two major trends in estrogen 
excretion, namely, constant estrogen excretion levels 
and fluctuating estrogen levels. In the former group 
the quantitative level was well related to the histo- 
logic pattern of the endometrium as in atrophic endo- 
metrium, early proliferative endometrium, prolifera- 
tive endometrium, and cystic and glandular hyper- 
plasia. Fluctuating excretion levels were found in pa- 
tients with normal cycles and cystic and glandular 
hyperplasia. 

This unusually detailed and careful work should be 
read by all those interested in gynecologic endocrinol- 
ogy. It is of particular interest to note that endometrial 
carcinoma was not associated with increased levels of 
urinary estrogen. —M. Leon Tancer, M.D. 


Re on the Activities of the Gynecologic Stations 
the Early Detection of Cancer in the Nordrhein. 
Westphalian Region of Germany in the Years 1952 
to 1957 (Bericht ueber die Taetigkeit der gynaekolog. 
ischen Konsiliarstellen in Nordrhein-Westfalen in den 
— — M. Weser. Geburtsh. & Frauenh., 


THE FACTS THAT in the early years after the war an 
increasing frequency of cancer has been observed and 
particularly that so many women have come to the 
clinics for the first time with markedly advanced can- 
cerous conditions have led to the formation of an asso- 
ciation for an anticancer campaign, especially for early 
diagnosis and control of cancer of the uterus. 

From the first, this association has worked closely 
with the medical profession. The work has been con- 
ducted in such manner as to avoid all appearance of 
competition with the medical profession; indeed the 
association has actually benefited the medical pro- 
fession of this region by procuring for private practi- 
tioners and gynecologists patients who would ordinar- 
ily neglect their condition, at least until such time as 
their disease would be a greater liability to the treating 
physician. 

The first measure has been an enlightening cam- 
paign for the profession—the instruction of doctors in 
the early diagnosis of the cancerous process by review 
courses, conducted by authorities in the field, in the 
application and interpretation of colposcopic and cyto- 
logic findings. 

For the actual work of screening the population, 179 
clinics have been set up from 1952 to 1957. During the 
past 6 years 301,112 examinations have been made of 
women who have applied for the services of these 
clinics. Of this number, 120,435 proved to be negative; 
7,894 exhibited the atypical epithelial findings of pre- 
cancerous lesions (442 of these patients later proved to 
have cancer); 2,547 proved at the first examination to 
have cancer, and in 455 the nature of the lesion has 
not been clarified. In addition, in 80,519 instances the 
need of the patient for treatment of gynecologic lesions 
other than cancer itself was demonstrated. 

On the whole, during these 6 years, 43 of every 
1,000 women of more than 25 years of age in this 
region have been reached by the service. Of these, 
24.7 per cent were referred to the service by their phy- 
sicians in 1957, ascompared with 11.2 per cent in 1952. 
In answer to the objection that the campaign created 
an artificial carcinophobia the author points out that 
only 3 per cent of these women admitted that a fear of 
cancer had prompted them to seek the consultation 
service of the stations. 

The value of the service may be illustrated best by 
the fact that, of the 1,244 cases with collum carcinoma, 
174 had had no symptoms and, of this number, 4 were 
far advanced lesions (that is, the process had infil- 
trated the parametrium, had become attached to the 
pelvic bony framework and, in some instances, had 
penetrated into the bladder and rectum), and in 26 
the process had extended to the walls of the vagina. 

The author believes that the findings from this ex- 
tensive material justify the existence of the service and 
depict its important role in the anticancer campaign in 
the Nordrhein-Westphalian region of Germany. 

— John W. Brennan, M.D. 
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Report Cogseniog. 800 Malignant Lesions of the 
emale Genital Tract (Bericht ueber 800 maligne 
Erkrankungen des weiblichen Genitales der Jahre 
1947-1952). O. Busse and W. SoerceE. Geburtsh. & 
Frauenh., 1959, 19: 201. 
Tuls REPORT concerns 800 malignant lesions of the 
female genital tract treated in the Dortmund, Ger- 
many, gynecologic hospital from 1947 to 1952. The 
distribution of the individual lesions and the 5 year 
survival rates were as follows: 
5 yr. 
sur- 
viv- 
al 
Ca cervix 46.4 
Ca body of uterus. 50.9 
Ca ovary i 18.9 
Ca vagina : 13.8 
Ca vulva : 42.9 
Ca urethra 
Ca uterine tubes. . 


one cure 
cured—discovered 
accidentally during 
laparotomy for 
myomas 

Sarcomas 11 1.4 45.5 
Chorioepithelioma . 1 0.13 general metastases 
Granulosa cell 


1 0.13 cured 


In the group with cervical carcinoma 521 squamous 
cell carcinomas and 26 adenocarcinomas were found. 
The distribution of stages and type of therapy re- 
sulted in the following 5 year survival: 


I II Il IV 
(263 cases, (158 cases, (93 cases, (33 cases, 

Stages 48.2%) 288%) 17%) 6%) 
Operation plus 

roentgen therapy 131 15 
Radium plus 

roentgen therapy. 131 142 93 
Untreated 1 1 _ 12 


66.5% 40.5% 16.1% - 


The Wertheim type of procedure was used in 131 
patients and the uterus and adnexa were extirpated in 
15 cases. The 5 year survival in stages I and II was 
80.2 per cent and 33.3 per cent, respectively, with an 
operative mortality of 0.7 per cent. 

The 5 year survival of 387 patients with cervical 
carcinoma after roentgen therapy was 37.2 per cent 
(stage I, 53.4 per cent, II, 41.5 per cent, III, 16.1 per 
cent, and IV, 0 per cent). One explanation for the 
poor results of roentgen therapy in stage I cancers was 
that all patients younger than 50 years of age were 
operated on, whereas, the roentgen therapy group 
was unselected. Cancers on the outside of the cervix 
had a better prognosis than did tumors in the cervical 
canal; in the latter group only 38.5 per cent of the 
patients were free of recurrence after 5 years. The 
absolute cure rate for adenocarcinomas and squamous 
cell cancers was similar. Recurrences of cancer after 
roentgen or surgical therapy were 77.5 per cent 
within the first 18 months. Cervical cancer was found 
to be extremely rare in multiparous females. Whereas 
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47.7 per cent of all patients with cancer of the cervix 
were menopausal, 74 per cent with cancer of the 
uterine body were in the menopause. The average age 
was 46.3 years in the first and 58.7 years in the second 
category. 

Of the patients with cancer of the uterine body 
56.5 per cent were treated surgically and 42.6 per cent 
by roentgen therapy. Adenocarcinomas were found 98 
times, carcinoma simplex 6 times, and squamous cell 
cancers 4 times. The absolute cure rate was 50.9 per 
cent; the 5 year cure rate after surgical procedures 
was 70.5 per cent and after roentgen therapy only 
26.1 per cent, despite the fact that 91.3 per cent of the 
patients treated by radiation had stage I cancers. 

Ovarian cancers showed a characteristically long 
history of symptoms; the authors believe that earlier 
diagnosis is possible in many cases and that better 
cure rates with presently available therapeutic pro- 
cedures should be possible. 

The lesions of the vagina were squamous cell can- 
cer in 27 cases and adenocarcinoma in 2. The treat- 
ment of 25 cases with radiation and 3 cases with sur- 
gical procedures gave a 5 year cure rate of 13.8 per 
cent. In 21 cases of cancers of the vulva, 42.9 per cent 
were free of recurrence at the end of 5 years; total or 
partial extirpation of the vulva and inguinal node dis- 
section was the therapy of choice. 

The 11 sarcomas treated by the authors had a 
shorter history than carcinomas; 5 ovarian and 6 
uterine lesions were treated by radical operative pro- 
cedures combined in 8 cases with irradiation. 

— Karel B. Absolon, M.D. 


Cystographic Findings in Urinary Incontinence in 
Women (Reperti cistografici nell’incontinenza uri- 
naria della donna). FRANco GasPARRI and GIANFRANCO 
GIaAnnaroI. Riv. ostet. gin., Firenze, 1958, 13: 603. 


THE AUTHORS emphasize the lack of exact knowledge 
concerning the anatomic and functional factors in- 
volved in vesical continence of urine and the uncer- 
tainty as to what pathogenetic factors lead to incon- 
tinence. Pathogenetic interpretation is infiuenced by 
the anatomic uncertainty. The present writers have 
therefore examined 16 patients in their clinic, and 5 
cases of uterovaginal prolapse without incontinence 
for control, and present the general and obstetric 
history and complete gynecologic examination, with 
special reference to the condition of the uterus and 
musculoconnective structures of the pelvic floor. 
After cystoscopy for discovery of any connection be- 
tween bladder position and incontinence, various 
tests for vesical continence, including the trigonum 
test, were performed. Urethroscopy revealed objective 
data concerning the sphincter and bladder neck. 
Cystotonometry with a hydrocystotonometer verified 
intravesical pressure variations. For the roentgeno- 
graphic examination, a catheter was introduced into 
the bladder and a weak radiopaque iodine solution 
was injected to exert a slight stimulus for micturition. 
The patient was placed in the erect position after 
having had injected 15 to 20 c.c. of highly concen- 
trated liposoluble iodine contrast medium (lipiodol 
40) which, owing to its greater weight, locates in the 
inferior portion of the bladder. With the catheter 
in situ 4 successive roentgenograms were taken in the 
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erect position, both in posteroanterior and left an- 
terior oblique views, at rest, and in action. The 
catheter was then removed and roentgenograms were 
taken under more physiologic conditions to demon- 
strate the changes at the neck of the bladder. Roent- 
genograms in the oblique position were of special 
value, since they permitted separate analysis of the 
structures of the base of the bladder in supraposition 
in sagittal projection. 

The cases included patients with (1) simple sphinc- 
teric incontinence, (2) incontinence associated with 
prolapse, and (3) urinary incontinence after surgical 
intervention. 

Cystography correlated with other clinical tests is 
of value in determining the type of incontinence and 
indications for surgical correction. Some character- 
istics formerly believed pertinent are shown by this 
investigation to have little diagnostic value. Thus, al- 
though the shape of the anterior and posterior vesico- 
urethral angles has been variously interpreted as 
related to incontinence, the present findings indicate 
that changes in the anterior angle, almost always 
present, have little significance, and that even aboli- 
tion of the posterior angle constitutes an only rela- 
tively important sign of incontinence. In a certain 
number of incontinent women, there will be a 
broadening or flattening of the posterior angle, 
particularly in cases in which recovery is associated 
with its reconstruction. However, this feature may 
be normal in patients suffering from incontinence. 


This is true in patients with definitely simple sphinc- 
teric incontinence, in incontinence associated with 
prolapse, and in cases of postoperative incontinence, 
Many writers believe that relaxation of the mus- 
culoconnective framework of the urogenital dia- 
phragm, most typically expressed in cystocele, is of 
significance in the causation of incontinence. The 
present observations do not confirm this. Greatest 
relief was obtained by changes in shape and site of 
the region of the bladder neck. It is emphasized that 
although some patients with postoperative inconti- 
nence show findings like those described, others show 
a special aspect worthy of separate consideration, 
Frequently, in fact, reduced sphincteral mobility 
associated with a slightly changed appearance of the 
bladder neck and deformity of the base of the bladder 
is interpreted as being cicatricial results of the opera- 
tion and responsible for postoperative incontinence. 
Finally, one must consider the changes in intravesical 
pressure suggested by some writers as a cause of 
incontinence or its aggravation. The present authors 
maintain that, although this would not be sufficient 
per se to cause postoperative incontinence, it might 
act as an aggravating factor, particularly in post- 
operative incontinence in which the sphincteric defi- 
cit nevertheless plays the most important role. In the 
present series there was frequently observed, cysto- 
tonometrically or cystographically, a vesical hyper- 
tension associated with diminished  sphincteral 
function. — Edith Schanche Moore. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Pregnancy Subsequent to Ligation of the Inferior 
Vena Cava and Ovarian Vessels. Jason H. Co.uins, 
Jus A. S. Bosco, and Carmet J. Conen. Am. 7. 
Obst., 1959, 77: 760. 


THE AUTHORS report a series of 47 pregnancies after a 
preliminary report of 15, occurring since 1942 in 
women who had had ligation of the inferior vena cava 
and ovarian vessels. 

Antepartum complications appeared to be more 
common than usually noted but, since this was a 
select group of multiparous patients, this factor was 
difficult to evaluate. The patients were given no spe- 
cial care during their subsequent pregnancies. It is of 
interest to note that 23 women had the 47 pregnancies, 
among which were 17 abortions. All but one of the 
abortions were among the charity patients. It is the 
conclusion of the authors that interruption of the vena 
cava return had little or no effect on the subsequent 
course of pregnancy in these patients. 

— James F. Donnelly, M.D. 


Prolonged Pregnancy—Its Hazards and Manage- 
ment. Ian Cope. Med. 7. Australia, 1959, 1: 196. 


FETAL Risk is increased both when the pregnancy is 
too short and when it is too long. The present study 
was made of patients at the Royal Hospital for Women 
in Paddington, Sydney, Australia, and at the Insti- 
tute of Obstetrics and Gynaecology of the Hammer- 
smith Postgraduate Hospital, University of London, 
England, in an effort to evaluate the problem of pro- 
longed pregnancy. Any observer in this field is imme- 
diately faced with the problem of what is the normal 
duration of pregnancy. Australian data indicate that 
the average duration of a single gestation, excluding 
those infants who have syphilis or who die in the first 
week of life, is 282.5 days. This figure is generally ac- 
cepted as being approximately average. Many vari- 
ables, however, are present, among which are the 
variations in the time of ovulation, duration of the 
ovulatory phase, the age of the mother, the sex of the 
infant, and heredity. These factors. in addition to the 
difficulty of ascertaining the normal period of utero- 
gestation, like the problem of prolongation of preg- 
nancy are necessarily difficult ones. 

The incidence of infants who went 297 days beyond 
the first day of the last menstrual period in this series 
was 8 per cent. All of the records of infants who were 
delivered after 297 days at the Royal Hospital for 
Women between 1947 and 1952 were exainined. A 
total of 19,000 deliveries was covered and 1,555 
cases of prolonged pregnancy were detected. In ana- 
lyzing the associated factors, it was of interest to note 
that the age and parity of the mother apparently had 
no relationship whatsoever to the incidence of pro- 
longed pregnancy. Increasing age of the mother, 
however, was noted to have a deleterious effect on the 
outcome of the infant. These infants were approxi- 
mately 1 pound heavier than average. The cesarean 
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section rate among this group was 2.3 per cent, with 
cephalopelvic disproportion, malpresentation, and 
uterine inertia accounting for practically all the in- 
dications. There was also an increased rate of forceps 
delivery for the indication of fetai distress. Mortality 
rates appeared to be somewhat higher, particularly 
in the fetal category. Unfortunately the maternal 
complications were not listed. The author implies 
that these complications accounted for the majority 
of infant deaths. The incidence of malpresentation 
was not increased but that of toxemia was apparently 
high. There was 16.7 per cent of the patients with pre- 
eclampsia and 5 pre-eclamptic patients. 

In summary, the author points out that he was un- 
able to find any correlation between prolonged preg- 
nancy and the age and parity of the mother. Almost 
without exception some complication of pregnancy 
was present in the event of a fetal death. In the Ham- 
mersmith Postgraduate Hospital, where surgical and 
medical inductions were performed for postmaturity, 
the mortality rate was practically the same. The con- 
clusion was, therefore, that there appeared to be no 
valid indication for interruption of pregnancy, par- 
ticularly in the primigravida, but that interruption 
should be carried out if complications occurred. 

— james F. Donnelly, M.D. 


Pregnancy in the Tubal Interstitium and Tubal 
Remnants. Georce D. Ma kasian. JR., JAMES S. 
Hunter, JRr., and WituiaM H. ReMine. Am. 7. Obst., 
1959, 77: 1301. 


FRoM A GRouP OF 322 ectopic pregnancies previously 
studied. 11 cases of interstitial pregnancy and 7 cases 
of pregnancy in tubal stumps have been presented. 
The etiologic factors in ectopic pregnancies often re- 
main obscure, but when they are known they com- 
monly include transmigration of an ovum, previous 
pelvic operation, congenital deformities, pelvic in- 
flammatory disease, tumors, and sterility. The treat- 
ment of tubal pregnancy is total tubal resection with 
removal of a wedge of the uterine horn in cases in 
which the second tube is intact. When there has been 
destruction of both tubes, total abdominal hysterec- 
tomy may be in order. Only when there is an extreme 
desire for pregnancy and a malfunctioning second 
tube do the authors consider that salpingostomy is 
warranted. Four of the 7 patients who had wedge 
resections of the uterine horn and had retained at 
least one ovary and one tube subsequently gave birth 
to full term infants vaginally without incident. There 
were no maternal deaths in this series. 


The Human Placenta with Especial Reference to 
Infarction and Toxemia. D. R. SHANKLin. Obst. Gyn. 
1959, 13: 325. 


A seRIEs of 767 placentas was stuc‘ed for the incidence 
and development of various types of infarcts and to 
determine the values to be found by application to 
toxemic placentas of a trophoblast cell count method 
previously reported. 








Pre-eclamptic toxemia is not associated with an 
increase in placental “infarcts” of whatever type. 
Marked changes in the chorionic trophoblast, how- 
ever, interpreted as indicative of severe senile de- 
generation of that tissue, were found consistently in 
cases of toxemia. 

Infarcts of all types, and marantic thrombi, are 
considered to arise from focal disturbances in the flow 
of maternal blood through the intervillous space. 
These changes are not thought to represent a neces- 
sary part of aging of the placenta. 

Foci of calcification in the villi and stems occurred 
equally often in toxemic and nontoxemic placentas. 

A striking degree of senile change in the trophoblast 
in patients treated with large doses of diethylstilbesterol 
suggests that estrogenic substances play a role in the 
decline of the placenta. —Alan Rubin, M.D. 


The Incompetent Cervix in Repetitive Abortion and 
Premature Labor. Cuarves L. Easterpay and Dun- 
can E. Rew. WN. England 7. M., 1959, 260: 687. 


A SIGNIFICANT number of patients repeatedly abort 
without known cause at some time between the be- 
ginning of the middle trimester and early viability. 
In these patients the conceptus is usually normal in 
contrast to that of patients who abort earlier. This 
syndrome is characterized by the first and sometimes 
the second pregnancy’s preceding to or near term, 
with subsequent pregnancies delivering prematurely, 
often markedly so. These patients characteristically 
have cervical dilatation without discomfort over a 
period of days or even possibly weeks and usually 
have a dilated cervix with membranes protruding, 
which is visible on speculum examination. In the non- 
gravid state such a defect may be disclosed by 
roentgenographic studies. These lesions may occur 
even in the absence of a specific observable laceration. 
Endocrine therapy alone apparently does not satis- 
factorily help all the individuals. 

The current study comprises 18 patients with a 
history suggestive of cervical incompetence. These pa- 
tients had a total of 75 previous pregnancies with 10 
surviving children, or a survival rate of 13 per cent. 
The technique used by the authors is applicable only 
to the patient who is pregnant and threatening to de- 
liver prematurely. 

Transverse incision is made anteriorly and pos- 
teriorly in the vaginal mucosa overlying the cervix, 
the bladder is pushed up, and a polyethylene tube 
suture containing a woven steel wire is passed around 
the cervix. A finger within the cervical os prevents 
accidental perforation of the membrane. Other addi- 
tional sutures are usually added, sometimes distally, 
sometimes above the initial suture. These sutures are 
fixed in place by small silk sutures to avoid their 
downward displacement by contractions of the uterus. 
Postoperatively the patients are given 300 to 500 
mgm. progesterone daily and a broad spectrum anti- 
biotic. The postoperative hospital stay is usually 3 
to 4 days. The sutures can be removed at any time 
without difficulty. The authors recommend that su- 
tures not be placed in the cervix until after the six- 
teenth week, in the event that an abnormal fetus may 
be the factor responsible for the threatened abortion. 
Of the 18 patients treated, 13 have delivered 10 sur- 
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- nal delivery. 


viving infants, representing a 77 per cent fetal salvage 
rate, in contrast to the preoperative salvage rate of 
13 per cent. 

The authors frankly present their own difficulties, 
One patient had her membranes inadvertently rup- 
tured due to poor exposure at the time of operation. 
Two other patients sustained severe lacerations of the 
cervix after the onset of labor, before the removal of 
the suture material. Three of the 13 patients were de- 
livered by the abdominal route for indications other 
than the surgical repair of the cervix. One patient 
had had a badly lacerated cervix repaired by the 
Shirodkar operation, and it was elected to leave the 
suture in place along with the repair fascia and de- 
liver the patient abdominally. One cesarean section 
was performed at another hospital for reasons un- 
known, and the final cesarean section was performed 
in a 41 year old gravida IV, para 0, in whom fetal 
distress developed shortly after the onset of labor. 
The 3 cases which were considered failures consisted 
of 1 patient whose operation was performed at 27 
weeks. She went into labor at 29 weeks, and the baby 
was born prematurely and died of prematurity. There 
was also associated antepartum bleeding in this case. 
The second case has already been mentioned. The 
final case was a 28 year old gravida VI, para 0, whose 
operation was performed at 22 weeks. Membranes 
ruptured at 30 weeks, delivery was spontaneous, and 
the infant died of prematurity. 

The authors raise a number of questions concern- 
ing the technique of the procedure. The readers are 
referred to the article for these points. In conclusion, 
the authors emphasize the importance of pelvic de- 
livery and the fact that their procedure permits easy 
removal of the suture material, making possible vagi- 
— James F. Donnelly, M.D. 


LABOR AND ITS COMPLICATIONS 


Pudendal Nerve Block. Peter J. Huntincrorp. 7. 
Obst. Gyn. Brit. Empire, 1959, 55: 26. 


TRANSVAGINAL PUDENDAL NERVE BLOCK was used in 
281 (90.9 per cent) of the operative vaginal deliveries 
at Perivale Maternity Hospital, Middlesex, England, 
during a 2 year period. This series included breech, 
midforceps, low forceps, and multiple births. In only 
10 cases was it necessary to supplement the block with 
general anesthesia. 

The advantages of transvaginal block are the 
absence of fetal and maternal mortality from the 
anesthetic agent, the easily learned technique, the 
awake, cooperative patient, the necessity for perform- 
ing the delivery gently, and the relaxed levator ani 
muscles. Contraindications to use of block anesthesia 
are intrauterine manipulations and emotional insta- 
bility of the patient. —M. Leon Tancer, M.D. 


Spinal Anesthesia for Vaginal Delivery; A Review 
of 2,016 Cases Using Xylocaine. Otto C. PHILuiPs, 
AtFRED T. NELSON, Wacapass B. Lyons, Tuomas D. 
Grarr, and Others. Obst. Gyn., 1959, 13: 437. 


THE AUTHORS present a review of 2,016 patients in 
whom xylocaine was used as the spinal anesthetic 
agent for vaginal delivery. These 2,016 cases com- 
prise 75.5 per cent of the total anesthetic experience 
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for the 2,666 vaginal deliveries that occurred during 
the study period. In 1,747, or 86.7 per cent of the 
2,016 cases, xylocaine spinal anesthesia was com- 
pletely adequate, and in only 1 per cent of the patients 
was any supplementary anesthesia or analgesia neces- 

. In this series of parturients xylocaine has been 
demonstrated to be a safe and adequate anesthetic 


agent for vaginal deliveries. 
—John R. Wolff, M.D. 


Rupture of the Uterus. Lewis B. Posner, Jutta Ra- 
MIREZ SaNTos, and A, CHARLEs Posner. Obst. Gyn., 
1959, 13: 288. 


ACUTE RUPTURE of the uterus occurred 26 times with 
but 1 maternal death and a fetal salvage rate of 46 
per cent. This superb record, according to the 
authors, was a result of early and active therapy, 
which in turn resulted from early diagnosis based on a 
high index of suspicion. 

A scarred uterus which may result from previous 
cesarean section, myomectomy, cornual resection, 
curettage, or grand multiparity (para V) was present 
in 73 per cent of the reported cases. Such uteri were 
explored after vaginal delivery. Also explored were 
those uteri in which intrauterine manipulation or 
manual removal of the placenta took place and the 
uterus of any patient with postpartum hemorrhage 
or unexplained shock. 

Definitive therapy consisted of laparotomy as soon 
as the diagnosis of ruptured uterus was suspected. 
Adequate blood replacement and the control of 
internal bleeding were the prime considerations. 

—M. Leon Tancer, M.D. 


Rupture of the Uterus, an 18 Year Survey. Max L. 
— and JounniE R. Betson, Jr. Obst. Gyn., 1959, 
13: 506. 


AN 18 YEAR REVIEW from the Independent Obstetrical 
and Gynecological Service of Charity Hospital, New 
Orleans, Louisiana, has been presented. Of 36,200 
deliveries occurring in 18 years, there were 23 rup- 
tures of the uterus. This is an incidence of 1 in 1,570, 
with a 9 per cent maternal mortality and a 41 per 
cent infant mortality. Previous cesarean section, in- 
fection, or intrauterine manipulation, and injudicious- 
ly used pitocin all contribute to the occurrence of 
uterine rupture. Multigravidity with labor of less than 
8 hours, duration, particularly when associated with 
one or more of the aforementioned factors, often leads 
to rupture of the uterus. The most critical cases oc- 
curred in patients with complete rupture of the 
uterus. Immediate diagnosis and surgical interven- 
tion, adequate blood, and antibiotic and fluid therapy 
are essential for proper management. 
—John R. Wolff, M.D. 


Face Presentation. H. E. Scumirz, U. Cucco, and R. S. 
Pavuic. Obst. Gyn., 1959, 13: 641. 


Durinc THE 9 YEAR PERIOD between January, 1950, 
and August, 1958, there were 24,350 deliveries at the 
Lewis Memorial and St. Vincent Maternity Hospitals 
in Chicago, Illinois. Among these deliveries were 63 
face presentations, an incidence of 0.25 per cent. Both 
prematurity and excessively large babies seemed to be 
associated factors. Congenital anomalies, particularly 
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anencephalia, appeared to be associated frequently 
with face presentations. Cephalopelvic disproportion 
was considered to be present in a rather high propor- 
tion of the cases. On the other hand, there appeared 
to be no correlation between face presentation and 
parity, cord around the neck, or polyhydramnios. 

Diagnosis was often delayed until the time of de- 
livery. Roentgen examination appeared to be helpful 
in those cases in which there was any question about 
presentation. 

The average duration of labor in the primigravidas 
with infants weighing less than 5.5 pounds was 9 
hours, but increased to 12 hours with babies over that 
weight. In multiparas the average duration of labor 
was 5.5 hours regardless of the fetal size. The incidence 
of prolonged labor was higher than that usually en- 
countered in these hospitals, being 5.2 per cent as op- 
posed to 1.6 per cent. 

Fifty-seven of the patients were delivered vaginally 
and 65 per cent of these had spontaneous deliveries, 
19 per cent were delivered with forceps, and 6 per 
cent were delivered with forceps after manual flexion 
of the fetal head. There were 6 cesarean sections, an 
incidence of 10 per cent. The indications for cesarean 
section were cephalopelvic disproportion, failure of 
the head to descend, and fetal distress. There were no 
cesarean sections performed for face presentation 
alone including those in which the chin was posterior. 
Of the 8 infants presenting with the mentum posterior, 
3 rotated spontaneously and delivery was also spon- 
taneous. One premature infant was manually con- 
verted to an anterior position and was delivered spon- 
taneously. One stillborn was extracted with forceps 
after craniotomy and 3 cesarean sections were done 
for failure of progress in labor. Of the 63 original preg- 
nancies there were 3 fetal deaths and 7 neonatal 
deaths. However, there were 4 anencephalics in the 
group, 1 case of hydrocephalus, and 1 case of hydrops 
fetalis. There were 2 cases, 1 fetal and 1 neonatal, in 
which the infant death was related to the labor and 
its management. There were two cases of asphyxia 
and atelectasis, both in small premature infants. 

From the foregoing it was concluded that an ade- 
quate trial of labor should be permitted in the pres- 
ence of a face presentation even though the chin be 
posterior. Version and extraction was not used in this 
series and did not appear to be indicated at any time. 
The frequency of severe congenital anomalies as- 
sociated with face presentation was high. 

— James F. Donnelly, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Sex Steroid Therapy for Postpartum Breast Symp- 
toms, a Review. Jay J. Gotp and MEtvin R. Couen. 
Obst. Gyn., 1959, 13: 413. 


AtmosT from the time sex steroids became available 
for clinical use, they have been utilized either alone 
or in combination for the suppression of postpartum 
breast symptoms. Their successful use has been 
markedly variable, depending on the enthusiasm of 
the investigator, the potency of the product (or the 
specific dosage utilized), and the specific circum- 
stances under which the medication was initiated. 
Sometimes these hormones were given early to pre- 
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vent the onset of symptoms; in other studies, they were 
administered after lactation had commenced to allay 
or stop associated discomfort. 

This review presents a report of the various hor- 
mones utilized for the suppression of postpartum 
breast discomfort. They were given as: estrogen 
alone; progesterone alone; androgen alone; a com- 
bination of estrogen and progesterone; and estrogen 
and androgen combinations. Finally, miscellaneous 
comparative studies were made. The review has been 
prepared in this manner in order to help trace the 
evolution of therapy to the present-day use of the long 
acting sex steroids. 

The results obtained with different medications 
and dosage schedules varied considerably from clinic 
to clinic. Consistently good results were rarely 
achieved with any one medication in the various 
reports. Furthermore, the majority of the oral medi- 
cations required daily administration for prolonged 
periods, and in many instances rebound phenomena 
negated the efficacy of these substances in their initial 
suppression of symptoms. 

It would appear that none of the medications is 
eminently satisfactory in its ability to suppress post- 
partum breast engorgement, lactation, and pain. 

When some of these preparations were compared 
with newer long acting sex steroids, a combination of 
estradiol valerate and testosterone enanthate in a ratio 
of 1 to 22 was found to be most satisfactory. However, 
though this combination was obviously far superior 
to the short acting preparations, it still does not meet 
all the criteria for an ideal suppressant, which remains 
to be achieved. —John R. Wolff, M.D. 


NEWBORN 


Perinatal Mortality. Danie. B. Lanpavu. Missouri 
Med., 1959, 56: 530. 


PERINATAL MORTALITY during the first day of life has 
been reduced very little in the last 40 years according 


to the recent literature. Abnormal pulmonary ventila- 
tion accounts for about half of newborn infant deaths 
under 3 days of age. The author reviews the literature 
on the physiology of the change-over of the lungs and 
circulatory systems from the fetal to the newborn 
state. A possible relationship between lung expansion 
and blood volume is presented. It is suggested that a 
great number of infants showing respiratory distress 
are suffering from lowered blood volume shock as a 
result of having been deprived of a considerable 
amount of their placental blood. In the author’s 
opinion it is this low blood volume shock—hemato- 
genic shock—rather than the accompanying anemia 
that is responsible for these infant deaths, and if shock 
is treated and corrected in time many can be saved. 

The dramatic symptoms of posthemorrhagic shock 
of the newborn infant are easily recognized if the 
shock is severe enough. Lesser degrees of hematogenic 
shock are not readily apparent at birth and symptoms 
may appear a few hours later. The author suggests 
that the symptom complex usually considered 
characteristic of hyaline membrane disease, i.e., 
dyspnea, cyanosis, and labored respirations with 
sternal retraction, is basically the hematogenic shock 
syndrome and that the hyaline membrane is a 
secondary or incidental finding. 

Nine case reports of infants with the hematogenic 
shock syndrome are presented. Their gestation age 
varied between 27 and 40 weeks and their weight 
range was between 2 lbs. 1 oz. and 6 lbs. 12 ozs. In 
each of them blood transfusion was given in the 
amount of 15 to 50.c.c. Seven of the 9 infants survived. 
One of the surviving infants has cerebral palsy and is 
mentally retarded, another has residual athetosis. 

Capillary hemoglobin determinations and red 
blood cell counts are often of no help in deciding 
whether or not a transfusion is indicated. A more 
helpful guide in this respect is the birth history and 
the history of the onset of symptoms. 

—Lawrence I. Bernard, M.D. 





GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Unusual Observations in Pheochromocytoma (Unge- 
woehnliche Beobachtungen beim Phaeochromozytom). 
H. Sack and J. F. Koii. Deut. med. Wschr., 1959, 84: 
733. 


THE NATURE of the pressor substances in pheochro- 
mocytoma, including arterenol and adrenalin, is 
reviewed. Many investigators believe that pure ad- 
renalin pheochromocytoma does not exist, although 
clinically the adrenalin effect occasionally appears 
preponderant. In pheochromocytoma with attacks of 
high blood pressure the characteristic symptoms in- 
clude pallor, palpitation, chest constriction, headache, 
and vomiting, but frequently patients with excessively 
high blood pressure fail to show these symptoms. The 
headaches may be so pronounced as to overshadow 
the cardiac symptoms, suggesting migraine or cerebral 
tumor, especially when accompanied by pseudouremic 
attacks (Jackson’s epilepsy) and congestion of the 
optic discs. Moreover, the blood pressure may be 
normal in the intervals between attacks. The symp- 
toms complained of by the patient may suggest disease 
of the stomach or gallbladder. The predominance of 
one or another symptom may lead to great difficulties 
in diagnosis. Paroxysmal headaches, cardiac pain, 
and upper abdominal symptoms should suggest pheo- 
chromocytoma as should the presence of transitory 
glycosuria, hyperglycemia, sweats, or unexplained 
febrile attacks. All kinds of disturbances of cardiac 
rhythm may occur during attacks. Even when the 
blood pressure during an attack is extremely high, 
subjective symptoms may be absent. Especially in 
young patients without heart disease in whom vascu- 
lar conditions are good, subjectively unnoticed marked 
rises in blood pressure may occur. An extremely labile 
hypertension is common in pheochromocytoma. Three 
cases are cited in which emotional tension markedly 
increased the blood pressure and in which paragan- 
glioma outside the adrenals produced pure arterenol. 
The authors did not consider this responsible for the 
peculiar lability of the blood pressure. 

The fact that such extreme variations in blood 
pressure are not found in other conditions facilitates 
a diagnosis of pheochromocytoma on this basis. It is 
emphasized that elevations of blood pressure after the 
histamine test may be incidental and that this test 
may likewise give rise to paradoxic results. Lysis tests 
with regitine or benzodioxane are useful only if the 
blood pressure is significantly raised and remains so 
for some time. They may be of considerable value 
since they prevent a subsequent rise in blood pressure. 
The urinary catechols are considerably increased in 
most cases of pheochromocytoma, usually to more 
than 300 gammas per day. Even an excretion of 100 
to 200 gammas of catechol daily should suggest pheo- 
chromocytoma if it persists over a long period of time 
in the absence of other explanations such as abnormal 
stress. Excretion of more than 300 gammas is proof 
of pheochromocytoma. Increased catechol excretion 


was observed also in cases with high blood pressure 
even in the symptom-free intervals between the blood 
pressure crises, although lower than during paroxysms, 
but still high enough to warrant diagnosis. The test 
methods (crisis and lysis tests) are nonspecific, with 
an uncertainty factor of 15 to 20 per cent. Neverthe- 
less these tests may offer valuable information and 
when used by experienced investigators permit defi- 
nite conclusions. —Edith Schanche Moore. 


Calculus Disease in a Single Kidney. H. I. Susy. 
Jj. Urol., Balt., 1959, 81: 369. 


*“MANAGEMENT OF PATIENTS with urinary calculi con- 
tinues to be one of the most important urologic 
problems and in certain cases there continues to be 
difference of opinion among urologists as to the ad- 
visability of surgery, the timing of surgery, and the 
operation of choice... Therefore, before considering 
the problems of calculus disease in a single kidney, it 
seems wise to consider the original calculus problem 
which caused the patient to be left with one kidney.” 
The surgical treatment of urinary tract calculi at the 
Massachusetts General Hospital in Boston for the 
past 30 years has been summarized. Five thousand 
three hundred and twenty-three “‘stone patients” had 
2,798 “stone operations.” Six and four-tenths per 
cent of all patients admitted for calculus disease had 
nephrectomies. This percentage was approximately 
the same in 1957 as it was in 1927. 

Eight and four-tenths per cent of the nephrecto- 
mized “stone patients” had stones in the remaining 
kidney that necessitated further surgery, but 55 per 
cent of the nephrectomized patients who did have 
trouble had stones in their remaining kidney prior to 
the removal of the other one. It is, therefore, observed 
that only 3.7 per cent of the nephrectomized patients 
have new stones in their single kidneys. The indica- 
tions for surgery in patients with solitary kidneys are 
anuria, severe or persistent hematuria, persistent pain, 
or severe infection. All of these are potential emergen- 
cies. Nephrectomized “stone patients” generally do 
very well, probably because the majority of the re- 
maining single kidneys have normal renal architec- 
ture; there is normal renal metabolism and an in- 
crease in the rate of urinary excretion so that fluids 
are flushed through the single kidney twice as fast as 
in the patient with two kidneys. 

These factors would tend to reduce the amount of 
stone formation in the kidney. This article contains an 
interesting statistical study of the sequelae in patients 
who had nephrectomy for calculus disease. It shows 
that the danger of recurring calculi in the remaining 
kidney is not as serious as we are sometimes led to be- 
lieve. —John R. Herman, M.D. 


Traumatic Closed Rupture of the Upper Ureter. 
Wiiuiam Sericut. Brit. 7. Surg., 1959, 46: 511. 


RELATIVELY FEW CASES of traumatic closed rupture of 
the upper ureter have been reported, which is a con- 
sistent bibliographic finding when one considers the 
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protected position, the comparative thickness, and 
the elasticity of the ureteral wall. When a sudden 
violent injury, such as that received by the 3 year old 
boy whose case is reported by the author, is sustained, 
a multiplicity of injuries may result. After a rather 
stormy initial postinjury period, the patient had not 
passed urine. Visceral injury was not evident. A 2 oz. 
specimen of catheterized urine gave normal results 
when tested, and subsequently the patient voided 
spontaneously. The patient had been treated for pel- 
vic fracture for 7 weeks in the hospital and 2 weeks 
at home when gross hematuria was noted. Com- 
plaints of abdominal fullness and upper abdominal 
pain were elicited on a visit to the clinic. A smooth, 
firm, fixed mass was noted in the right lumbar region 
extending from the costal margin to the iliac fossa and 
almost to the midline. Excretory urography 10 weeks 
postinjury revealed a poorly functioning right kidney 
with second to third degree hydronephrosis. Cystos- 
copy failed to reveal efflux of urine from the right 
side. A catheter would not go beyond the 15 cm. mark 
and the contrast media filled only the ureter, not the 
kidney. 

Exploration of the kidney and ureter revealed 
several ounces of straw-colored fluid in the perirenal 
area. The ureter had been avulsed at the pelviureteral 
junction and its torn end had become obliterated. The 
mass was a thin-walled cyst, separated from the 
avulsed ureter. Once the cyst had been removed the 
end of the ureter was freshened, and a pelviureteral 
anastomosis was fashioned over a splinting poly- 
ethylene tube. An 18 month follow-up revealed a 
satisfactory result. 

This type of injury is produced by compression of 
the kidney and its pelvis against the twelfth rib or 
upper lumbar transverse processes, when the ureter is 
stretched by lateral flexion of the trunk. 

—Peter L. Scardino, M.D. 


The Repair of Ureteral Injuries. Witus E. BRown 
and C. G. SuTHERLAND. Am. 7. Obst., 1959, 77: 862. 


Four sTupiEs concerning the repair of ureteral in- 
juries in dogs are reported. The first study was to de- 
termine whether or not the administration of cortisone 
reduces fibroblastic proliferation about an anastomosis 
and thereby reduces stricture formation. Bilateral 
ureterosigmoidostomy was performed on 8 dogs, and 
each dog received 25 mgm. cortisone acetate daily 
at various intervals during the postoperative period; 
2 dogs that served as controls did not receive cortisone. 
A study of the anastomotic sites failed to reveal any 
significant difference in fibrous tissue formation in the 
cortisone-treated animals as compared with the con- 
trol animals. 

The second study was to determine whether sutures 
or suturing technique plays a role in stricture forma- 
tion. For this purpose, the lower third of the ureter 
was transected in 4 dogs. Snug but not tightly fitting 
polyethylene catheters were threaded into the renal 
pelvis and into the bladder. Sutures were not em- 
ployed, but the cut ends of the ureter were loosely 
approximated and held by the adventitia. The 
catheters were removed at intervals of from 10 to 19 
days. Autopsy studies indicated that the ureters had 
healed in each dog. The healing was incomplete at 


the end of 10 days, but both muscular and epithelial 
layers had regenerated at the end of 14 days. Varying 
degrees of stricture formation vere noted, and there 
appeared to be an inverse relationship between the 
length of the time the catheter was in place and the 
degree of stricture. 

The third study concerned ureteral regeneration, 
and for this purpose one inch of the ureter was re- 
sected in its lower third in 6 dogs. A polyethelene 
catheter was placed to bridge the gap, and the ends 
of the ureter were held apart by anchoring silk sutures 
placed through the adventitia of the ureter and the 
underlying fascia. The catheters were removed or 
came out inadvertently in from 6 to 27 days. It was 
noted that removal of the catheter in less than 10 days 
was associated with complete ureteral obstruction at 
the site of resection. Varying degrees of epithelial and 
muscular regeneration occurred if the catheter re- 
mained in place for 11 or more days. An inverse re- 
lationship was noted between the duration of intuba- 
tion and the degree of stricture. 

Finally, in 2 dogs the ureter was severed and 
anastomosed to a pedicle tubular graft constructed 
from bladder wall; the grafts were closed over poly- 
ethelene catheters which were left in place for 21 
days or more. Subsequent studies disclosed union be- 
tween the epithelium and muscular layers of the 
ureter and the graft. 

The authors present a review of the literature con- 
cerning ureteral injuries and conclude that tension, 
compromised tissue, inadequate fixation, and in- 
fections influence healing of the ureter unfavorably. 
The repair of ureteral injuries is favorably influenced 
by loose approximation with minimal suture over 
polyethylene catheter splints left indwelling for 3 to 
4 weeks. Ureteroureteral anastomosis and uretero- 
cystostomy provide the best results for minor defects 
in the terminal ureter. Bladder tube grafts are prefer- 
able for major defects in the terminal ureter. 

—Laurence F. Greene, M.D. 


Replacement of Ureter by Small Intestine, Clinical 

pplication and Results of “Ileal Ureter.” W. E. 

Goopwin, CHESTER C. WINTER, and Ropericx D. 
Turner. 7. Urol., Balt., 1959, 81: 406. 


THE AUTHORS report the cases of 16 patients in whom 
ureteral replacement with an isolated ileal segment 
was employed. With the increasing amount of radical 
surgery that is being done currently, this is no longer 
quite the esoteric problem that it was a few years ago. 
Now there are infrequent occasions when there is no 
chance to use the urinary tract for reconstruction of a 
damaged normal ureter and this is the main indica- 
tion for replacement by ileal segments. 

The authors describe and diagram the use of the 
ileal loop in the 16 cases. There were no surgical 
deaths. The complications are described carefully. 
The description of technique is highlighted by several 
important suggestions. First, the ileac segment should 
be as short as is reasonably consistent with the need 
and should not be isolated too close to the ileocecal 
valve. The urinary flow should always be isoperistaltic. 
The anastomosis is done as in Bricker’s operation in 
two layers with catgut. Splints are probably an addi- 
tional safety factor and the anastomotic site should be 





drained. The ileovesical anastomosis should be made 
near the trigone if possible. A window of bladder tissue 
should be removed to prevent stenosis of the stoma. 
The anastomosis is done more readily from inside the 
bladder. 

This procedure is one that all urologists should have 
available in their armamentarium. 

— John R. Herman, M.D. 


BLADDER, URETHRA, AND PENIS 


Congenital Posterior Urethral Valves, a Study of 
35 Cases. W. I. ForsytHe and G. D. F. McFappen. 
Brit. J. Urol., 1959, 31: 63. 


Data concerning 35 cases of congenital posterior ure- 
thral valves are presented. The authors employ 
Young’s classification of valves as follows: 

Type 1. Valves passing from the distal end of the 
verumontanum to the lateral urethral wall. 

Type 2. Valves forming partial or complete dia- 
phragms arising (a) proximal to the verumontanum, 
(b) distal to the verumontanum, (c) at the verumon- 
tanum and passing laterally to the walls of the ure- 
thra. 

Type 3. Valves arising from the proximal end of the 
verumontanum and passing upwards to the bladder 
outlet. 

Thirty-two patients had type 1 valves, 1 had type 
2b, and 2 had type 2c valves. 

The symptoms associated with posterior urethral 
valves vary with the age of the patient, the degree of 
urethral obstruction, the effect of back pressure on the 
kidney, and the presence or absence of infection. From 
birth to 3 years of age, acute retention, difficult or 
hesitant micturition and dribbling were the main 
symptoms, and a palpable bladder, abdominal disten- 
tion, and pyuria were the main signs. After the age of 
3, urinary frequency, difficult or hesitant micturition, 
and nocturnal enuresis were commonly noted 
symptoms. 

The correct diagnosis may be strongly suspected 
from micturition cystography. This technique will 
demonstrate the valves as a constant constriction or 
filling defect and will permit localization of the valve. 

In cases in which the vesical capacity could be de- 
termined it was normal in 20, increased in 2, and de- 
creased in 6 instances. The posterior urethra was 
elongated and dilated in 11 patients, and 9 of them 
had widening of the internal sphincter. One patient 
had marked narrowing of the internal sphincter, but 
the posterior urethra was not elongated. Trabecula- 
tion of the bladder was present in all except 8 cases. 
Diverticula were demonstrated in 3 cases and multi- 
ple diverticula in 1. Seven patients were noted to have 
unilateral reflux, and bilateral reflux was observed in 
5 patients; the latter exhibited bilateral hydro- 
nephroses and hydroureters. ; 

Urethroscopy was performed with the aid of ure- 
thral dilators ranging from Nos. 4 to 16 Charriére and 
a Nash resectoscope; resection of valves was per- 
formed with a special children’s-size modified Mc- 
Carthy resectoscope. The definitive diagnosis was 
established by urethroscopy. 

The treatment employed consisted of transurethral 
resection of the valve or valves. The electro-loop was 
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withdrawn under vision until it touched the fold, the 
current turned on, and the fold cut through. The same 
maneuver was repeated on the opposite side, but if 
blood from the first cut obscured the view, resection 
of the fold on the opposite side was omitted. There 
was no need to leave a catheter in the bladder after 
operation, because the patients could pass urine with- 
out difficulty. 

Of 6 children under 3 years, 1 died before opera- 
tion, 2 are free from symptoms and show no evidence 
of impaired renal function. Apart from bladder tra- 
beculation the results of cystograms and intravenous 
pyelograms are normal. Two of the remaining patients 
have reflux and hydronephrosis and have occasional 
attacks of urinary infection which is usually asso- 
ciated with diurnal and nocturnal incontinence. 
Blood ureas were 90 and 85 mgm. per 100 ml., re- 
spectively, before operation and have now returned to 
normal. The symptoms of these patients are relieved 
by chemotherapy and by using “triple micturition.” 
The sixth patient had a diaphragm type of valve 
which was ruptured with a dilator, but he still has 
frequency of micturition and occasional incontinence. 

Of the 29 patients over 3 years of age, 5 have been 
operated on during the last 6 months and are not in- 
cluded in the results. Of the remaining 24 patients, 
14 (58 per cent) are cured, i.e., they have had no 
symptoms of urinary incontinence for at least 2 years 
after operation, 2 (8.5 per cent) have been benefited, 
i.e., the nocturnal and diurnal enuresis is reduced to 
three to four times per month. The remaining 8 pa- 
tients (33.5 per cent) have not been benefited. 

— Laurence F. Greene, M.D. 


GENITAL ORGANS 


The Incidence of Malignant Growth of the Unde- 
scended Testicle; A Reply and Re-evaluation. 
Horace E. Campse tt. 7. Urol., Balt., 1959, 81: 663. 


THE POSSIBILITY of malignancy developing in an un- 
descended testicle has been the subject of much con- 
troversy. Various reports based on collected series 
have been presented to prove or to disprove the claim 
that an undescended testicle is more apt to become 
malignant than a normally placed one. The author 
has critically analyzed the essential reports on this 
subject and has made a valuable contribution in set- 
ting the record straight. In particular he has pointed 
out the errors in the report of W. A. Carroll, who has 
tended to be in disagreement with Gilbert and Ham- 
ilton and other investigators. 

In large series in which careful analysis has been 
made, the incidence of undescended testicle is approx- 
imately 0.23 per cent; stated another way 3 men out 
of every thousand have an undescended testicle. 

Gilbert and Hamilton in 1940 furnished a definitive 
and unequivocal answer to the question of the prone- 
ness of an undescended testicle to malignancy when 
they reviewed a collected series of 7,000 cases of ma- 
lignant testicular tumors, 840 of which had occurred 
in an undescended testis. This, then, represents an 
incidence of slightly less than 12 per cent. These 
authors wrote, “That 11 per cent of all testicular 
tumors occur in the 0.23 per cent of the males who 
are cryptorchid proves that neoplastic growth is found 
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far more commonly in the ectopic than in the scrotal 
testis, about 48 per cent more often than chance 
association.” 

Analyzing all the data available on the basis of 
statistical probability, the author concludes: “From 
the data recorded in the literature, it can now be 
stated unequivocally that the undescended testicle is 
more liable to malignant change than the normally 
placed testicle and that the abdominal testicle is more 
liable to malignant change than the inguinal.” 

—S. Richard Muellner, M.D. 


Prostatic Hyperplasia and Carcinoma Studied with 
Tissue Culture Technique. Lars RGuL. Acta chir. 
scand., 1959, Suppl. 240. 


THE ESCAPE OF PROSTATIC CANCER from antiandrogenic 
control is a variable and unpredictable clinical ob- 
servation. If more were known about the biologic 
nature and properties of prostatic cancer before and 
during treatment, perhaps one could predict the re- 
sponse of the patient to treatment. The author under- 
took a series of investigations of prostatic tissue culture 
in order that he might gain a better understanding of 
these problems. His monograph is studded with pearls 
of background material. Certain facts have been estab- 
lished. As early as 1917 prostatic material had been 
grown in vitro. If malignant prostatic cells were sub- 
jected to radium. they failed to grow in vitro. 

Of the two-part monograph, the first of which in- 
cludes studies on the general morphology of prostatic 
hyperplasia and carcinoma in vitro. and the second 
studies on the androgen-dependency in vitro of 
prostatic hyperplasia and carcinoma, the latter is per- 
haps the more exciting in that it is in this section that 
the author reports his case No. 33, the first known 
observation of in vitro stimulation of prostatic car- 
cinoma by androgens. This patient also showed tem- 
porary palliation with estrogen treatment. 

The tissue culture technique employed included 
the use of tissue explants cultured in Carrel flasks in 
50 per cent fowl plasma, and 50 per cent chicken- 
embryonic extract diluted with Tyrode solution to 
5 per cent. Infection was avoided by addition of anti- 
biotics to the clot. The study included an examination 
of 2,719 cultures which were observed with phase- 
microscopy. This material was obtained from 27 pa- 
tients with prostatic hyperplasia and 31 patients with 
prostatic carcinoma. Tissues were removed by trans- 
vesical prostatectomy for the study of hyperplasia of 
the prostate gland. The tissue cultures of carcinomas 
were obtained by means of perineal dissection or 
needle biopsy. 

Three main types of explant growth were observed. 
Prostatic hyperplasia usually grows either in insular 
patterns or in small sheets. Cultures live a short time 
and during this viable period lysing of the clot occurs 
early and is pronounced. The poorly differentiated 
prostatic carcinomas show a more irregular cellular 
pattern of the pseudoreticular type and liquefaction 
of the clot does not occur at all or is strongly retarded. 
The viability of the cultures is such that they permit 
the preparation of subcultures. This manner of out- 
growth is seen only in the explants from carcinomas. 
The well differentiated carcinoma has an in vitro 
growth pattern of epithelial sheets, whereas the poorly 


differentiated tumor grows in the aforementioned 
manner in pseudoreticular patterns. This observation 
suggests a possible correlation between the histologic 
differentiation and the mode of in-vitro growth. 

Consistently observed in this study were tissue cul- 
tures with a growth pattern that appeared to be of a 
type intermediate between type 1 and type 2. The 
outgrowth of the cells was never as great as in the 
carcinomas and the liquefaction of the clot was less 
than that seen in the hyperplasia. There is perhaps an 
interesting relationship between the intermediate type 
of growth and latent prostatic carcinoma. 

The tissue culture outgrowth in vitro of those 
prostatic cancers previously treated with estrogens is 
poor indeed. There is a similarity of growth between 
this type and the intermediate type. 

The acid phosphatase content of the cells was deter- 
mined by the Gomori technique which substantiated 
the prostatic epithelial origin of the cells. It is yet too 
early to draw any conclusions regarding the biologic 
type of prostatic carcinoma in vivo as estimated by 
tissue-culturing. 

To determine the influence of androgen on the rate 
of growth in vitro, the author studied 4 patients with 
prostatic hyperplasia and 6 with carcinoma. The be- 
nign prostatic hyperplasias were cultured by the 
technique previously described but modified with a 
lysin-ethyl-ester. The typical finding was that of an 
outgrowth of extensive sheets of epithelial cells with a 
failure of the clot to undergo fibrinolysis. Androsterone 
has little or no influence on the growth rate of prostatic 
hyperplasia. Re-explantation to clots of the same com- 
position as previously described was used in the in- 
vestigation of carcinomas under the influence of 
androsterone. The hyperplasias revealed no significant 
stimulation of growth in vitro; however, the stimula- 
tion of the rate of growth by androsterone was sig- 
nificant in another case of highly differentiated 
carcinoma of the prostate. One of the main obstacles 
in such a tissue-culture investigation is that of ob- 
taining material in sufficient quantities for statistical 
analysis. — Peter L. Scardino, M.D. 


Experiences with Various Operative Procedures for 
the Total Excision of Prostatic Cancer. WILLET F. 
Wutrmore, JR., and ALEXANDER R. MACKENZIE. 
Cancer, 1959, 12: 396. 


THE AUTHORS present data concerning various oper- 
ative procedures for the total excision of prostatic 
cancer in 46 cases. The five surgical procedures per- 
formed and the number of cases of each procedure 
were as follows: radical perineal prostatectomy (21), 
simple total cystectomy (5), pelvic exenteration (9), 
radical cystectomy (8), and radical retropubic prosta- 
tectomy with pelvic lymph node dissection (3). In 
addition, endocrine therapy (either estrogen therapy 
or orchiectomy) was employed in 6 patients at the 
time of surgery, and endocrine therapy was instituted 
when local recurrence or metastasis appeared. 

Five year survival data after radical perineal pros- 
tatectomy were available for 14 patients and were 
determined to be 50 per cent. Of the 7 patients whose 
cancers were pathologically proved to be limited to 
the prostate, 4 were surviving without evidence of 
cancer at the 5 year anniversary and 3 had died of 





cancer. Of the 7 patients with pathologically proved 
extraprostatic cancers, 3 survived 5 years, but only 2 
were without evidence of cancer at that time. 

Only 2 of 5 patients subjected to simple total cystec- 
tomy survived 5 years, and both died 5 years and 3 
months postoperatively. The average survival of 
those patients who died of prostatic carcinoma was 55 
months. 

All 9 patients who had pelvic exenteration had 
growths that were extraprostatic, and invasion of the 
seminal vesicles, bladder, or rectum was common. In 
addition, pelvic lymph node metastases were present 
in 6 patients. Six of the 9 patients died within 5 years 
of operation. The survival periods of those dying of 
cancer averaged 39 months. 

Only 1 of 8 patients who had radical cystectomy is 
alive at the time of this report; he has survived 38 
months since operation. Excluding one patient who 
died of renal failure 10 days postoperatively, the aver- 
age survival period was 22 months. All but one patient 
in this group had pathologically proved extraprostatic 
growth. 

Three patients had radical retropubic prostatecto- 
my with modified pelvic lymph node dissection; none 
of these patients had lymph node metastases. One 
patient died postoperatively, one is alive without evi- 
dence of cancer 38 months after operation, and one is 
alive with local recurrence 16 months after operation. 

—Laurence F. Greene, M.D. 


Transvesicocapsular Prostatic Adenectomy. Erik 
AKERLUND. Acta chir. scand., 1959, 116: 345. 


THE AUTHOR has developed a technique to promote 
hemostasis during prostatectomy. The technique is 
used when the prostate is removed by the Millin 
technique. After this retropubic procedure is carried 
out, the neck of the bladder is excised and the rem- 
nant of the neck with the bladder mucosa is sutured 
to the inner surface of the prostatic capsule. 

The inferior vesical artery, a branch of the internal 
iliac artery, is the main blood supply to the prostate. 
Less significant arterial branches arise from the mid- 
dle hemorrhoidal and the internal pudendal artery 
and supply the distal part of the gland. The arteries 
involved are found at the 9 to 11 o’clock position as 
well as between the 1 and 3 o’clock when 12 o’clock 
is anteriorly sited. 

A modified retropubic prostatectomy was per- 
formed in 200 consecutive cases. The superficial veins 
in the prevesical space are exposed, dissected aside, 
and either ligated or coagulated. After the front of 
the bladder and the prostatic capsule are delineated, 
an incision is made into the bladder longitudinally to 
permit inspection. Extension of the incision distally 
for approximately 3 cm. divides the so-called anterior 
commissure of the prostate between the lateral 
adenomatous lobes. In this way the bladder neck is 
divided and the prostatic urethra cut almost its en- 
tire length. The adenoma is removed. Sharp dissec- 
tion of the prostate at the vesical neck permits ligation 
of vessels at the 9 to 11 and 1 to 3 o’clock positions. 
If a portion of the bladder neck remains it is sutured 
to the capsule of the prostate. The Foley catheter is 
not inflated in the prostatic fossa, vasectomy is per- 
formed, and the wound is closed in layers. 
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Intermittent drainage is instituted. Neither anti- 
biotics nor similar agents have been used. The cath- 
eter was removed in 5 days in more than one-half of 
the cases. While the morbidity was not unusual, the 
mortality was considerably higher than one should 
expect. A mortality of 4.5 per cent, although in- 
creased by nonurologic complications such as throm- 
boembolism, atelectasis, and bronchopneumonia, 
nonetheless is high. —Peter L. Scardino, M.D. 


MISCELLANEOUS 


Controlled Potentiated Peridural Anesthesia (Die 
esteuerte potenzierte Peridural-Anaesthesie). H. 
LOSTERHALFEN. <schr. Urol., 1959, 52: 84. 


THE AUTHOR outlines a technique of premedication 
which allows for a high degree of individual control 
and potentiation in peridural anesthesia. It involves 
the use of the ganglionic blocking agents, “neurocil”’ 
and “‘verophen.” The former is a new phenothiazine 
derivative. ““Verophen”’ is also a phenothiazine de- 
rivative (N-(3’-dimethylaminopropy!)-phenothiazin) 
with adrenolytic, vagolytic, and antiemetic actions. 
The adrenolytic and sedative effects of the drug are 
most prominent. Prior to the introduction of these 
agents ‘“‘megaphen” was used, but it was very difficult 
to control the degree of premedication with this drug. 
Using the newer more rapidly acting phenothiazine 
derivatives, this drawback is eliminated. This type of 
anesthesia has proved to be very useful in urologic 
surgery and has been used in a series of 164 patients. 
On two occasions, no adrenalin had to be given to 
counteract the hypotensive effect of these drugs. In 
no instance was there prolonged hypotension. 
— Jj. C. Rosenberg, M.D. 


The Use of Dacron Fabric As a Fascial Substitute in 
Urology. MaxweLt Matament and James T. Wo t- 
STENHOLME. 7. Urol., Balt., 1959, 81: 784. 


A COMMON COMPLICATION of urologic surgery is the 
postoperative incisional hernia; the most common 
type is the ventral hernia after suprapubic surgery. 
Lumbar incisional hernias represent a relatively small 
percentage. 

The frequency of herniation after urologic surgery 
has increased because of the necessary drainage of 
operative wounds that may become secondarily in- 
fected and interfere with proper healing. 

Repair of incisional hernia may present problems 
because of the large defects, difficulty in approxi- 
mating fascial layers, and tearing of weak tissues 
under tension. The use of free grafts such as fascia lata 
and buried skin grafts makes the repair an extensive 
procedure. Inert materials such as tantalum wire 
mesh, surgaloy steel mesh, teflon, nylon, and poly- 
vinyl have been applied by surgeons with variable 
success. The authors became interested in the use of 
commercial dacron fabric and before using it in hu- 
mans conducted laboratory studies in rabbits to note 
the tissue reactions. 

Abdominal wall defects approximately 5 by 5 cm. 
were created in each case and replaced with 40 and 
70 denier dacron mesh sutured to the surrounding 
fascia by No. 4-0 surgaloy wire sutures. Three animals 
were sacrificed at the end of 6 months and micro- 
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scopic examination revealed the fabric mesh to be 
interwoven with a firm layer of fibroblastic material. 
There was little foreign body reaction. 

Reaction to infection was studied in 10 rabbits. 
After the abdominal wall was replaced with dacron 
fabric the wound was contaminated with Escherichia 
coli, nonhemolytic streptococci, and Staphylococcus 
aureus. Five of the rabbits died of fulminating perito- 
nitis. In the others, sacrificed at varying intervals, the 
dacron was poorly tolerated and curled up in an 
abscess cavity. 

Since the dacron fabric was well tolerated in a clean 
wound, the use of this material for repair of hernias 
in humans was initiated. Three patients treated on 
the urologic service underwent this procedure. One 
had a suprapubic defect, 1 a defect in the midabdo- 
men, and 1 a defect in the lumbar zone. 

The technique is illustrated. Preoperatively the 
dacron fabric was boiled in a detergent to remove any 
finish. At operation the fabric was tailored to fit the 
defect and sutured to the edges of the surrounding 
fascia with No. 3-0 surgaloy wire sutures. In all 3 
cases there was excellent tolerance of the surrounding 
tissues. Grossly, the dacron was intimately adherent 
to the surrounding fascia. On microscopic study in 
the case of one patient who died 5 months after oper- 
ation, the dacron fibrils were visible and there was no 
evidence of digestion by tissue enzymes. There was 
fibroblastic proliferation throughout the mesh. 

Although there is minimal reaction of the human 
body to this synthetic mesh, it would be ill advised to 
apply the material in the presence of infection, a 
draining sinus, or a catheter. 


—Allan K. Swersie, M.D. 


Several Problems Concerning Urogenital Tubercu- 
losis in the Pediatric Age Group (Ueber einige 
Fragen der Urogenitaltuberkulose in Kindesalter). Z. 
SzenpRO! and E. Hatrasy-Nacy. <schr. Urol., 1959, 
52: 97. 


THis ARTICLE is a report of the pathologic and clin- 
ical differences of urogenital tuberculosis in children 
as compared with the same disease in adults. It is 
based upon experience at the Urology Clinic of the 
Medical University of Budapest, Hungary, and the 
Szabads4ghegy State Children’s Sanatorium. A total 
of 141 cases in children comprise the clinical material. 
From 1920 to 1958, 88 children with urogenital tuber- 
culosis were seen at the Urology Clinic. ‘Ten were less 
than 10 years of age. The remainder were between 
10 and 25 years old. Eighty-four had renal tubercu- 
losis and 4 had tuberculosis of the epididymis. From 
1948 to 1957, 436 children were seen for various 
urologic disorders. Of this group, 4.8 per cent had 


tuberculous infections. Of the 53 children seen at the 
Sanatorium from 1951 to 1958, 24 were less than 10 
years of age, the remainder being between 10 and 15. 
All had renal tuberculosis. It is the authors’ impres- 
sion that —— tuberculosis in children is ob- 
served more often in recent years since more thorough 
urologic examinations are being performed. Though 
the two groups of patients differed somewhat, several 
outstanding features were common to the entire 
group. : 

Bilateral renal involvement is found in about 6.1 
per cent of adults. In children it is observed more 
commonly (11.3 per cent). Furthermore, tuberculosis 
of the genital organs in children is seldom seen. The 
infectious process involving the kidney seems to pro- 
gress more rapidly than in adults and if discovered in 
its earlier stages is more amenable to conservative 
management. Recurrence, however, is more common. 
Bone and joint involvement is observed more often 
in children with urogenital tuberculosis than in 
adults. Conversely, it is common to find renal tuber- 
culosis among children with bone and joint disease 
of tuberculous origin. 

Symptoms varied in the two groups. The children 
in the sanatorium were generally asymptomatic. 
Those seen at the Urology Clinic usually had com- 
plaints referable to the bladder. Many were treated 
for cystitis or pyelitis and the true nature of the disease 
was not known. Lumbar pain was uncommon. 

The diagnosis of urogenital tuberculosis in children 
is made in the same fashion as in adults. Physical ex- 
amination, however, is less fruitful. Examination of 
the urine may reveal a “sterile” pyuria, microscopic 
hematuria, or albuminuria. Demonstration of the 
tubercle bacillus in urine is difficult with the usual 
methods. Many specimens have to be examined. In- 
strumental examination of the bladder may be char- 
acteristic in untreated cases. Urine specimens of either 
kidney may be obtained in this fashion. Retrograde 
pyelograms are seldom required. Excretory urograms 
are of great value in visualizing deformities of the 
kidney. 

The authors believe that early operation for renal 
tuberculosis in children is definitely contraindicated. 
The systemic manifestations of the infection render 
the child a poorer candidate for surgery than an 
adult with a similar process. The combination of drug 
therapy and management in a sanatorium is recom- 
mended. Surgery becomes necessary, however, when 
caseous areas do not respond to therapy and fistuliza- 
tion occurs. It is important to allow the patient to 
undergo an adequate period of conservative manage- 
ment before performing a partial resection of the 
kidney. —f. C. Rosenberg, M.D. 
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CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Solitary Unicameral Bone Cysts. Wittarp E. DoTTER. 
Surg. Clin. N. America, 1959, 39: 857. 


IN THIS REPORT, the author adds 6 cases of unicameral 
bone cyst to the literature. Four of the cysts were lo- 
cated in the proximal portion of the humerus, 1 in the 
femoral neck, and 1 in the transverse process and 
lamina of the first thoracic vertebra. The unicameral 
bone cyst is a specific entity and may involve any bone 
in the body. In infants and adolescents it is very often 
the cause of a pathologic fracture, and in later years, 
it is usually discovered accidentally or because of a 
general complaint of vague pain in the affected part. 
The treatment of choice is curettement and bone- 
grafting. Occasionally, this procedure may have to be 
repeated because of recurrence of the bone cyst. The 
prognosis is good in all cases. Neither the histologic 
examination nor the roentgen examination is helpful 
in deciding whether a unicameral bone cyst is in the 
active or latent phase. Jaffe and Lichenstein indi- 
cated that the active phase is characterized by the 
proximity of the cyst to the epiphysial plate. In the 
latent phase, the cyst is found distal to the epiphysial 
plate. These criteria can only be used in cysts located 
in the “long pipe” bones. —George I. Reiss, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Edema Following 
tracture. THOMAS 
Surg., 1959, 23: 348. 


LONG PERIODS OF ISCHEMIA are occasionally seen after 
reconstructive procedures in Dupuytren’s deformity. 
It has been postulated that patients with this abnor- 
mality have a low tolerance to ischemia and possess a 
stiffening factor and a constitutional susceptibility. 

The author’s series consists of 31 cases from the 
Center of Plastic Surgery, Mt. Vernon Hospital, 
Northwood, Middlesex, England. The protocol con- 
sisted of the assessment of the extent of dissection, 
duration of ischemia, type of dressings, and aftercare. 

The results disclosed that some degree of edema 
existed in every patient. Postoperative edema was in- 
timately related to the patient’s endomorphy index 
which was established before surgery. The two excep- 
tions were 2 patients whose skin was thinner than us- 
ual because of unrelated diseases provocative of weight 
loss. Moreover, there was no obvious relationship be- 
tween the incidence of edema, the duration of is- 
chemia, or the type of dressings used for patients in the 
ectomorphy category. 

A direct relationship existed between edema and 
more radical fasciectomy. Less edema was noted in 
younger patients than in the older group. Minimal 
edema can also be foreseen after fasciectomy per- 
formed in less than 60 minutes. In longer operations 
and, obviously, more radical operations for the correc- 


eration for Dupuytren’s Con- 
. Barcray. Plastic G Reconstr. 


tions of Dupuytren’s deformity, edema and lack of 
postoper. .e suppleness are concomitants. 
—Samuel L. Governale, M.D. 


Arthroplasty of the Hip in Rheumatoid Arthritis. J. 
R. ScHWARTZMANN. 7. Bone Surg., 1959, 41-A: 705. 


A FINAL ANALYsis of 48 patients who had had 68 hip 
arthroplasties revealed that there was improvement in 
73 per cent. Patients were helped by either reducing 
the pain in the hip or increasing the motion of the hip 
joint, or both. The author used either a Smith-Peter- 
sen cup or a Naden-Reith prosthesis. There were 2 
deaths, 1 caused by an error in blood transfusion, the 
other by total adrenal failure. There were 2 postoper- 
ative wound infections. Transient peroneal palsy was 
observed in 4 patients, and in several cases the re- 
moval of the cup or the prosthesis became necessary 
because of fractures or displacement of the appliance. 

Many problems were encountered at the operation, 
most of them caused by extreme osteoporosis resulting, 
in many instances, in “eggshell” thin cortex around 
the femoral neck and the trochanteric region. In 
many cases, cystic atrophy of the neck was observed, 
making the use of any appliance very difficult. Soft 
tissue contractures involving the capsules, the ten- 
dons, and the muscles about the hip joint required 
soft tissue operations prior to the arthroplasty. 

After the operations the leg was kept in balanced 
suspension with adhesive skin traction and in 175 
degree flexion and 15 degree internal rotation. Crutch 
walking was allowed at the end of 4 weeks postop- 
eratively, and greater mobility was allowed, depend- 
ing upon the condition of the patient and of the other 
bone and joint involvement. 

In the final analysis, the results were sufficiently en- 
couraging to recommend arthroplasties in many cases 
of rheumatoid arthritis of the hip joint. 

—George I. Reiss, M.D. 


The Problem of the Supracondylar Fracture of the 
Femur in the Aged Person. Preston A. WADE and 
ARTHUR J. OxinaKA. Am. 7. Surg., 1959, 97: 499. 


THERE HAS BEEN a marked increase in the number of 
elderly people requiring special surgery for fracture 
of the femur. The authors report 23 consecutive cases. 
Of these, 18 were women and the majority were in 
their eighth decade. Three men had associated in- 
juries, whereas only 1 woman had associated injuries. 
All 18 female patients had minor accidents. In 12 
cases the history was “tripped,” or “slipped and fell’’; 
some patients had fallen out of bed, out of a chair, or 
down stairs. 

A summary of the incidence of osteoporosis and 
previous joint disabilities of the patients studied dis- 
closed that every female patient had evidence of os- 
teoporosis (some very marked) but that only 1 male 
patient had evidence of osteoporosis. 

Attempts to use internal fixation in the elderly pa- 
tient by means of metal screws, plates, and rods are 
often made more difficult because of the fragility of 
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the bone fragments immobilized, and efforts at im- 
mobilization by means of the intramedullary rods 
often cause a shattering or splitting of the shaft of the 
bone. 

In therapy, the first and most important objective 
is the preservation of life. The second objective is the 
saving of the limb. Ordinarily, a fracture of the lower 
third of the femur does not threaten the viability of 
the limb, but there are enough cases resulting in in- 
jury to the popliteal vessel to make the surgeon always 
wary of this complication. On many occasions the re- 
duction of the displaced fragment alone is enough to 
relieve pressure on the vessel and restore circulation 
to the limb, but in some instances of complete sever- 
ance or severe lacerations of the artery, it is necessary 
to explore the area immediately and repair the vessel 
or place a graft. Since the collateral circulation is often 
insufficient to preserve the limb when the popliteal 
vessel is divided, injuries to this vessel are best treated 
by excision of the damaged area and immediate 
grafting. 

There is little evidence to indicate that healing is 
more rapid by operative means, although the roent- 
genographic appearance of callus seemed to occur 
earlier more consistently in the operative cases. In 
those cases in which internal fixation allows early re- 
moval of the plaster and motion of the knee, it is 
quite obvious that the motion in the knee joint is 
greatly improved. 

When bolts or screws are applied to the shaft in the 
supracondylar region, it is wise to use large washers 
to prevent the screw or bolt from pulling and to take 
care that screws and bolts are applied firmly but not 
too tightly, since the threads easily tear through the 
thin cortex. 

The Austin-Moore type plate or the modified 
Blount Blade plate were the most effective means of 
holding the usual supracondylar fracture in position. 

—C. Fred Goeringer, M.D. 


FRACTURES AND DISLOCATIONS 


Fractures of the Upper End of the Humerus (Ueber 
Frakturen am Oberen Humerusende). PAuLtt TorppPt. 
Ann. chir. gyn. fenn., 1959, Suppl. 83. 


THE LACK of a generally accepted classification of 
fractures of the upper end of the humerus has resulted 
in no uniform basis for treatment. To provide a classi- 
fication of value to practitioners, the author analyzes 
the symptoms and peculiarities of the various types of 
fracture in a large series of cases. 

Preceding the discussion of his own material, he 
presents a historical review of classifications and 
methods of treatment, including surgery, immobiliza- 
tion, and physical therapy, and discusses the nomen- 
clature of the positions, movements, and mobility of 
the upper arm. He then analyzes 265 cases from 3 
hospitals to ascertain (1) the features to be considered 
in examination of fresh fractures at the upper end of 
the humerus; (2) a suitable classification for such 
fractures; (3) the most suitable treatment in the vari- 
ous types of fracture; (4) the results of treatment and 
criteria for determining these results; (5) the signifi- 
cance of these fractures in accident insurance, and (6) 
the possibility of performing so-called autopsy frac- 


tures in a manner corresponding to the mechanism 
of injury. 

The material is divided into 2 groups, fractures in 
adults, and fractures in children and young persons, 
Tables show incidence of fracture and of various 
types of fracture, age, clinical and roentgen findings, 
the type of treatment given, functional end results, 
and a summary of these items for each group. 

Of the 265 fractures treated, 69 were insurance 
cases, with 166 (62.9 per cent) occurring in females 
and 98 (37.1 per cent) in males. One woman had 
bilateral fractures. Fractures were on the right side in 
111 cases (41.9 per cent) and on the left side in 154 
(58.1 per cent). The average age of the patients was 
49 years. Diagnosis is simple, but actual clinical ex. 
amination depends upon roentgen examination. The 
usual procedure of taking cranial-caudal and anteri- 
or-posterior exposures may increase the dislocation in 
impacted fractures and is therefore contraindicated, 
Roentgen exposures should be made in two opposing 
planes with the limb lateral to the body and without 
change in position. 

In the adult group there were 68 cases of abduction 
fracture, 54 of extension fracture. 9 of adduction frac- 
ture, 6 luxation fractures, 12 impacted fractures, 8 
fractures of the major tuberosity, and 44 fractures due 
to direct trauma. In young persons and children the 
cases were classified as metaphysial, epiphysial, and 
dislocation fractures. There were 34 metaphysial 
fractures, 29 epiphysial fractures, and 1 luxation frac- 
ture. The average age of the adults was 61 years, that 
of the youths and children, 12 years. Forty patients 
were treated in the polyclinic and 224 in the hospital. 
Bloodless reduction was attempted in 72 cases, with 
success in 29 and failure in 43. This method failed to 
yield any successful results in luxation and abduction 
fractures. Unsuccessful attempts at reduction are the 
first cause of epiphysial fractures and fractures due to 
direct injury, as well as in less degree in other groups. 
Surgery was used in 30 cases (11.3 per cent), relatively 
more frequently in children and young persons, as 
well as for fractures due to direct injury and luxation 
fractures. The indication for operation was usually 
either severe dislocation that could not be resolved by 
nonsurgical treatment or dislocation of the head. 

After various methods of examination and treat- 
ment, the limb was immobilized in adduction in 208 
cases and in abduction in 57 cases. The techniques 
and indications for immobilization in various positions 
are described. Independent of the position of immo- 
bilization, early physical therapy is of utmost im- 
portance. The type of immobilization did not in- 
fluence the results of treatment. In terms of mobility 
of the upper arm, the results in 219 cases were good in 
183 (83.6 per cent), satisfactory in 22 (10 per cent), 
and poor in 14 (6.4 per cent). Results of conserva- 
tively treated cases were good in 165 (86.4 per cent), 
satisfactory in 16 (8.4 per cent), and poor in 10 (5.2 
per cent). The results in surgically treated cases, de- 
termined primarily by the severity of the injury, were 
less satisfactory. They were good in 18 cases (64.3 per 
cent), satisfactory in 6 (21.4 per cent), and poor in 4 
(14.3 per cent). As a rule the fractures united well. In 
2 cases a pseudarthrosis developed. One was a patient 
who neglected aftertreatment after a Kiintscher nail- 
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ing, and the other was a case of severe total dislocation 
in which proper treatment was impossible because of 
the poor general condition of the patient. 

Residual arthrosis after fractures of the upper end 
of the humerus has little significance except in cases 
of necrosis of the head of the humerus or in the pres- 
ence of primary severe comminution. The present 
series included no complicated cases or any serious 
vascular or plexus lesions. Three patients died during 
treatment, 1 from postoperative cerebral embolism, 
and the others from coincidental injuries. After the 

riod of treatment 30 patients died, mostly of senile 
debility. These fractures have little significance from 
an insurance standpoint, the local insurance company 
listing them as constituting 0.05 per cent of all in- 
dustrial accidents. The duration of total work dis- 
ability is 2.5 months, and 5.8 per cent of the patients 
remain invalids. 

In autopsy experiments torsion fractures could not 
be inflicted by hand, even utilizing the greatest force. 
Fractures by direct injury could be inflicted by using 
great force, and the condition of these fractures cor- 
responded with clinical types. The clinical matter is 
followed by a review of the literature on experimental 
fractures of the upper end of the humerus and a de- 
tailed description of 4 such fractures performed by the 
author. —Edith Schanche Moore. 


Surgical Treatment of Injuries to Ligaments of the 
Knee. D. H. O’Donocuue. 7. Am. M. Ass., 1959, 
169: 1423. 


THE MOST SEVERE FORMS Of injuries to the knee often 
do not heal properly without surgical intervention. 
This is true whenever any major ligament is com- 
pletely cut across or avulsed from its attachment and, 
particularly, when the torn ends of one structure come 
to lie in positions that hinder the union of other 
structures. Surgical experience with over 150 cases 
of injury to the knee has shown that conservative 
treatment can be expected to lead to healing only 
when tears are partial. When the symptoms of pain, 
instability, abnormal mobility, hemarthrosis, and 
circumarticular effusions testify to severe injury, con- 
servative treatment fails. The best results in such 
cases have been obtained when diagnosis was precise 
and surgical treatment prompt. 

An objective study shows that results of surgery 
done early, within 10 to 14 days, are distinctly more 
favorable than those after surgery done later. Careful 
investigation of many cases has shown that the most 
vital single factor governing the degree of recovery 
from a severe knee ligament injury is not the severity 
of the injury, the location of the tear, or the age of 
the patient; it is the time at which the operation is 
performed. All knee injuries must not be treated 
alike if the best results are to be obtained. 

Surgery must not be reserved for those cases in 
which other methods have failed. Surgical treatment 
is a method to be chosen on its own merits, not to be 
backed into by failure of other methods. Once the 
diagnosis of a complete ligament tear has been made, 
the method of treatment must be selected. It will not 
suffice to try so-called conservative treatment first 
and proceed to surgery. The repair should include 
all ligaments involved. It makes little sense to repair 


the collateral ligament and ignore the cruciate be- 
cause it “adds to the severity of the operation,” is 
“too difficult,” or “‘may not be essential.” 

Late reconstruction of cruciate ligaments is highly 
speculative and should be undertaken only when the 
stakes are high as, for example, in a professional base- 
ball player who is unable to play because of antero- 
posterior instability. Early cruciate repair is highly 
successful and should be made as a matter of course. 
In certain cases the ligaments may undergo spontane- 
ous repair, especially the collateral ligaments. The 
danger is in our inability to determine, short of sur- 
gery, which case will heal with normal length and 
which will not. The author has actually found, at 
surgery, the tibial end of the medial collateral liga- 
ment lying in the joint on top of the medial meniscus, 
the ligament torn, with the ends free, and the tendon 
retracted an inch or more. The femoral attachment 
of the medial collateral ligament has been found lying 
in the joint on top of the meniscus, with the femoral 
end of the posterior cruciate ligament lying over the 
medial meniscus. There are many other such situa- 
tions which are unredeemable except by surgery. 

After a survey of 80 consecutive cases of ligament 
injuries the findings showed that, regardless of the 
severity of the injury, early repair gave approximate- 
ly 90 per cent good results (over 90 per cent in ath- 
letes). Failure of the cruciate repair was the biggest 
single cause of permanent disability in knee ligament 
injuries. 

Twenty-five per cent of the cases of severance of 
the cruciate ligaments were not definitely diagnosed 
before anesthesia. After this careful examination, de- 
cision was made as to the treatment. If one can demon- 
strate complete severance of any ligament, surgery is 
advised. In a series of over 150 cases, 80 per cent of 
patients were under 25 years of age and 55 per cent 
under 20 years of age. Since so many of these injuries 
occur in young people, one must be particularly on 
the alert to achieve the best recovery of function in 
the shortest time. —C. Fred Goeringer, M.D. 


Fractures of the Shaft of the Tibia. R. W. Jackson and 
lan Macnas. Am. 7. Surg., 1959, 97: 543. 


THE AUTHORS PRESENT a concise study of 368 cases of 
simple and compound fracture of the tibia seen at 
the Toronto General Hospital, Canada. Sixteen per 
cent were united in 3 months and 62 per cent were 
united in 6 months. 

Experimental studies conducted by the senior 
author disclosed three sources of blood supply to the 
tibia: (1) the nutrient artery which enters the bone 
obliquely, traverses the cortex, and forms a network 
throughout the entire length of the medullary cavity; 
(2) endosteally, the nutrient artery anastomosis with 
the proximal and distal metaphysial arteries; and 
(3) the periosteal vessels. The latter are of considerable 
importance in the healing of fractures. 

Fibrous unions almost inevitably occur when severe 
soft tissue injury involves periosteum and overlying 
muscles. In the authors’ opinion, damaged periosteum 
opens the door to delayed union, nonunion, and 
serious fracture complications. Extensive surgical 
procedures cause as much injury to the periosteum 
as does the initial trauma per se. Moreover, extensive 











open reduction procedures entail a percentage of 
delayed union comparable to that caused by the ex- 
tensive accidental trauma. 

In order to assess the response of the tibia to 
healing, the authors adopted an arbitrary classifica- 
tion of minimal, moderate, and marked displacement 
of bone fragments. Of the 368 fractured tibias, 214 
of which healed without a secondary procedure, it 
was noted that 25 per cent with minimal injury 
and/or displacement healed in 3 months, 48 per cent 
healed in 4 months, and 60 per cent healed in 6 
months. Of those moderately displaced, 15 per cent 
healed in 3 months, 31 per cent in 4 months, and 53 
per cent required 6 months for bony union. Of those 
with marked displacement 3 per cent only healed in 
3 months, 5 per cent in 4 months, and 11 per cent in 
6 months, respectively. 

The authors next studied the influence of com- 
pound fracture on the rate of healing. By and large, 
compound fracture unequivocally delays the rate of 
healing as compared with closed fracture. 

The site of the fractures failed to substantiate the 
time-honored dictum that fractures of the lower third 
of the tibia yield a high percentage of nonunion. 
Experimental and clinical assessment of the cases 
reported showed that the average time of union was 
between 17.1 and 17.7 weeks, regardless of site of 
the fracture. 

In a subsequent paragraph, the authors allude 
to the apparent delayed union of fractures associated 
with extensive soft tissue damage and enhanced 
vascular vulnerability. Experimentally they have 
shown that it takes about 750 pounds of direct force 
to produce a transverse fracture of the tibia, whereas 
a stress of 2,000 to 2,400 pounds is necessary to induce 
a spiral type of tibial fracture. Within the limits of 
their equipment, no amount of weight achieved 
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tibial shaft fracture when extreme pressure was 
applied at both ends of the bone. 

Treatment of simple noncomplicated tibial frac. 
tures was executed by the closed method in 97 cases, 
Healing was prompt and there were no complica- 
tions. On the other hand, in 91 cases in which open 
reduction was performed, additional surgery was 
mandatory in 57 per cent at a later date. Compound 
fractures numbered 107 in the authors’ series, of 
which 64 cases were treated conservatively and 43 by 
internal fixation. Unfortunately, osteomyelitis de- 
veloped in 1.3 per cent, and the 22 cases that escaped 
infection required bone grafts. It is the authors’ 
belief that compound fractures are subject to greater 
trauma to soft tissues and loss of periosteum. This 
group suffers a greater degree of infection and de- 
layed or nonunion. Hence, it is maintained that a 
minimal operative interference ideally approaches 
the same rate of healing as in those fractures treated 
by the closed method. Double fracture of the tibia 
is best managed by intramedullary pinning. Non- 
union was encountered in 60 cases of the 301 analyzed. 
Union was usually noted in approximately 20 weeks. 
A few cases of nonunion recurred. Two patients had 
amputations because of osteomyelitis. Six months 
after fracture is the time arbitrarily selected for bone 
grafts. The authors, however, admit that some of 
the so-called nonunions will heal in 9 to 12 months 
if left alone. 

In conclusion, the authors recommend the preser- 
vation of periosteum in open surgery; less radical 
open reduction; more use of closed reduction, which 
is conducive to earlier union and fewer sequelae; the 
use of screws where use of a bone plate can be avoided; 
and, if an open reduction becomes mandatory, that 
it be performed before a fortnight has passed. 

—Samuel L. Governale, M.D. 
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BLOOD VESSELS 


The Syndrome of the Aortic Arch. Rosert L. Tour 
and WiLuiaM FLETCHER Hoyt. Am. 7. Ophth., 1959, 
47; 35. 


THE AORTIC ARCH SYNDROME (pulseless disease) is 
reviewed and discussed in detail. The authors believe 
that the incidence of the disease is much greater than 
is generally thought. The generalized signs and symp- 
toms, ocular manifestations, cause, pathologic find- 
ings, and treatment are discussed. Many causes are 
suspected, including luetic aortitis, trauma, tuber- 
culosis and other infectious agents, and generalized 
arteriosclerosis. The authors believe that syphilis or 
an unusual form of arteritis that selectively affects 
the aortic arch is the usual cause. 

Treatment in the past has been ineffective. A case 
in which surgical removal of the obstructions in the 
main branches of the aortic arch was performed with 
good recovery is reported. Ocular tonometry and 
ophthalmodynamometry are important preopera- 
tively as diagnostic procedures and postoperatively 
in evaluating the success of surgery. 

—j. F. Stokes, M.D. - 


Aortography and Peripheral Arteriography: An 
Analysis of Results in a University Medical School 

Joun H. Foster and Duncan A. Kitten. Ann. Surg., 
1959, 149; 321. 


THE AUTHORS present a survey on the success or fail- 
ure of arteriography as a diagnostic procedure in 
contrast to previous reports which have stressed com- 
plications and techniques with little or no comment on 
the results of the procedure. All aortograms and pe- 
ripheral arteriograms (except cerebral angiograms) 
taken between 1950 and 1957 at Vanderbilt Univer- 
sity Hospital and Thayer Veterans Hospital, Nash- 
ville, Tennessee, were reviewed. The clinical history, 
physical findings, indications for arteriography as 
well as the technique, and dye used, interpretation 
of the films, and correlation with operative findings 
were studied. 

Thoracic aortograms, abdominal aortograms, and 
peripheral arteriograms were made. ‘Twenty-five 
thoracic aortograms were taken of 24 patients, 5 
weeks to 62 years of age, and 18 diagnostic roentgeno- 
grams resulted. The term “diagnostic” is used to 
indicate that the films could be interpreted to demon- 
strate conclusively the suspected pathologic condition 
or a normal vessel. Five different techniques were 
employed; 70 per cent urokon was injected in most 
cases, and, more recently, 50 per cent hypaque. Of the 
7 failures 2 were due to extravasation of the dye, 4 to 
inadequate contrast, and 1 to injection into the pul- 
monary artery—a failure rate of 28 per cent. 

One hundred twenty-seven translumbar abdominal 
aortograms were taken of 117 patients, 1 to 76 years 
of age, under local (35 per cent), spinal (50 per cent), 
and general anesthesia (15 per cent). The usual tech- 
nique with the patient prone was employed. A long 
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No. 18 needle was used, and in 75 per cent of the cases 
2 needles were inserted. A total of 25 c.c. of dye was 
injected rapidly into the aorta and a series of 8 
roentgenograms exposed as the dye was injected; in 
25 per cent only 1 film was taken. Of the 127 aorto- 
grams, 89 (70 per cent) were diagnostic. There were 
14 complications, 2 of which were serious. The fail- 
ures were due to inadequate contrast in 25, leaking 
tubes in 4, tissue extravasation in 8, and poor x-ray 
technique in one. In comparing the double versus the 
single needle technique, the incidence of diagnostic 
results was 69 per cent and 60 per cent respectively. 
Visceral arterial opacification occurred as follows: 
renal arteries 40 per cent, splenic artery 31 per cent, 
superior mesenteric artery 45 per cent, hepatic artery 
23 per cent, and inferior mesenteric artery 33 per 
cent. 

Eighty-one peripheral arteriograms (excluding 
cerebral arteriograms) were taken of 63 patients from 
20 to 81 years of age, the percutaneous ones were gen- 
erally made under local anesthesia using 15 c.c. of 30 
per cent urokon or 50 per cent hypaque. There were 
77 femoral arteriograms, 3 popliteal, and 1 brachial, 
with 61 per cent diagnostic films. There were 2 major 
complications and 1 minor one after percutaneous 
injections which were employed in more than 80 per 
cent of the cases. Operative and percutaneous arterio- 
grams met with approximately the same degree of 
success, 57 per cent and 66 per cent respectively. The 
failures were due to extravasation in 11 cases, poor 
roentgen technique in 4, injection into the femoral 
vein in 2, movement of the patient in 1, and inade- 
quate contrast in 11. 

There were 19 complications (8.2 per cent) in the 
233 arteriographic studies made, 1.7 per cent were 
serious with a 0.9 per cent mortality. Too minor 
incidents (Horner’s syndrome and temporary ische- 
mia) occurred in thoracic aortography; 1 minor inci- 
dent (transient generalized urticaria) followed a fe- 
moral angiogram, and the remaining 12 minor com- 
plications that followed abdominal aortography were 
transient and relatively insignificant. Four major 
complications occurred: 2 after percutaneous femoral 
angiography (popliteal artery thrombosis and femoral 
artery thrombosis) and 2 after translumbar abdominal 
aortography (permanent paraplegia in 1 case, and 
renal damage with death in the other). The latter 
patient had severe hypertension and evidence of renal 
disease prior to the procedure; his death was probably 
not due to the aortogram. In conclusion it is stated 
that while these procedures can provide information 
otherwise not obtainable, they entail definite risks and 
should be done only for good indications. Thoracic 
aortography is useful for aneurysm, coarctation, or 
occlusion of branches of the aorta. Abdominal aor- 
tography is used less than formerly, exploratory lapa- 
rotomy being employed in most cases of aneurysm 
and occlusive diseases without these studies, although 
they are useful in depicting the renal vessels in cases of 
hypertension. Aneurysm, arteriovenous fistula, and 
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occlusive disease are the most common indications for 
peripheral angiograms. 

The following suggestions are made for safer and 
more successful arteriograms: 

1. Single, rapid manual injection of a minimum 
amount of the least toxic dye (at present, hypaque 50 
to 90 per cent), after testing for sensitivity and warm- 
ing it to body temperature is recommended. 

2. Aortograms should be taken with the patient 
prone, the needle inserted above or below the renal 
arteries. 

3. Hydration of the patient should be accomplished 
prior to the examination. 

4. Local anesthesia should be used when possible, 
and endotracheal intubation if general anesthesia is 
indicated. 

5. Rapid serial roentgen exposures or one prolonged 
exposure should be made, preceded by scout films. 

6. And lastly, patients must be selected more care- 
fully for the procedure. 

—Albert M. Schwartz, M.D. 


The Surgical Importance of a Persistent Left Superior 
Vena Cava. E.uiott S. Hurwitt. Arch. Dis. Childh., 
Lond., 1959, 34: 1. 


WITH THE ADVENT of open heart surgery, employing 
either cardiopulmonary bypass or hypothermia, a left 
superior vena cava assumes real surgical significance, 
regardless of whether it drains into the right or left 
atrium. Failure to identify and mobilize this vessel and 
then to occlude it temporarily and/or cannulize it 
may seriously compromise the procedure. 

Having reviewed in a previous communication 
(Surgery, 1955, 38: 903) the embryology and incidence 
of persistent left superior vena cava, the author now 
reports 4 cases of left superior vena cava entering the 
left atrium. 

In 2 instances surgical correction has been accom- 
plished by intrapericardial ligation of the left superior 
vena cava. Clear sketches depict the situation after 
surgery. 

Ligation of a left superior vena cava entering the 
left auricle and closure of a large atrial septal defect 
were accomplished in a 10 year old girl. At a body 
temperature of 88 degrees F. both cavae were occluded 
for 6.5 minutes and the septal defect, measuring 4 by 
2.5 cm., was repaired by a continuous silk suture. 
Intrapericardial ligation of the left superior vena cava 
resulted in eliminating the source of systemic venous 
blood from the left atrium, with a restoration to nor- 
mal cardiac physiology. Three figures show the situa- 
tion at operation. This represents the fifth reported 
case of relief of this disorder. 

A case of ectopia cordis with bilateral superior vena 
cava, to appear in Arch. Surg., is mentioned. 


—Hans J. Schweiz:r, M.D. 


Surgical Therapy of Acute Upper Extremity Arterial 
Occlusion. Wittiam E. TrumMBuLL, Masasui Urtu, 
and Beryt D. AvERBOOK. Ann. Surg., 1959, 149: 388. 


THE CONSERVATIVE MANAGEMENT previously employed 
in the treatment of acute arterial occlusion of the up- 
per extremity has given way to direct surgical attack 
on the vessel involved, just as in the lower extremity. 
The authors quote Shumacher and Jacobson who re- 


ported 8 cases of patients with emboli of the upper 
extremity; 6 were treated conservatively with loss of 
limbs in 4, and there was survival of the limbs in 2 
patients who were operated upon. In the present 
article upper extremity arterial occlusion is defined 
as a block of either the embolic or thrombotic type 
in a major vessel. The cases of 17 patients who were 
treated from 1947 to 1957 are analyzed. 

Eight patients were treated conservatively prior to 
1956 with stellate blocks, antispasmodics, and anti- 
coagulants with resultant poor or absent radial pulses, 
and one amputation above the elbow. Nine patients 
were treated surgically; 8 by embolectomy and re- 
moval of the propagated clot and 1 by resection of 1 
cm. of thrombosed brachial artery. The time interval 
between occlusion and operation varied from 3 to 48 
hours; 7 patients were seen within the first 12 hours. 
In all of these patients the radial pulse returned in 
good quality as did the color and warmth. The re- 
sponse paralleled the duration of the occlusion prior 
to surgery; results were immediate in the 6 cases in 
which the embolus was less than 12 hours old, ap- 
peared in 30 minutes in one case, and in 24 and 48 
hours in the remaining 2. The source of the embolus 
was an arteriosclerotic heart in 4, was undetermined 
in 4, and in 1 the occlusion was due to arteriosclerotic 
thrombosis. There was only one death in this group, 
an 81 year old female who died 5 days after axillary 
embolectomy of a pulmonary embolus; no patient re- 
quired amputation and none had arterial insuffi- 
ciency. There were 3 postoperative wound hematomas. 

The operative technique is described for thrombo- 
embolectomy of the axillary and brachial arteries, 
and the necessity for obtaining good back-bleeding is 
stressed. This may require more distal exposure and 
additional incisions to get out all the propagated clot. 
Because the patients are heparinized, a small Penrose 
drain is left in the wound. 

—Albert M. Schwartz, M.D. 


A Modified Technique of Lower Limb Venography. 
R. Paton. Austral. N. <ealand 7. Surg., 1959, 28: 312. 


THE AUTHOR describes a modification of Gryspeerdt’s 
venography. By injecting slowly into a cannula 
threaded distally into a vein of the foot he causes the 
radiopaque medium to enter the deep venous system. 
To intensify the opacification of incompetent perfor- 
ating veins he takes his pictures before and during 
Valsalva maneuvers. The latter causes an increased 
volume of medium to pass from the deep toward the 
superficial system in the vicinity of the incompetent 
veins. He does not use a tourniquet. 
—Leonard D. Rosenman, M.D. 


Trypsin in Peripheral Vascular Diseases. Hucu 
Mureny. WN. Yerk State J. M., 1959, 59: 1973. 


THE AUTHOR SUBMITs a partial review of the literature 
concerning the use of trypsin in acute and chronic 
disorders of the peripheral venous system. He reviews 
a series of 210 patients with peripheral vascular 
diseases, mostly of the lower limbs, who were treated 
while ambulatory. Crystalline trypsin (parenzyme 
aqueous) in a 5 per cent aqueous gelatin menstruum 
containing 2.5 mgm. of trypsin/0.5 c.c. was given into 
the deltoid or gluteal muscle in each of these patients. 








The p 
averag 
differi 
therap 
peutic 
biotics 
and w 

The 
tained 
ficial * 
derma 
throm 
of chr 
Two | 
were | 
matel; 
contin 


possib 


BLOO 


Paste 
G. ] 
Dun 


THE N 
on fiv 
cently 
millio 
hour | 
shift t 
blood 
drawi 
is out 
banks 
titativ 
emerg 
of the 
tion i 
expan 
Du 
that | 
medit 
the vi 
the in 
high | 
stocky 
expar 
tion i 
hepat 
fracti 
virus- 
treati 
the vi 
ties o 
nique 
liquic 
mont 
forme 
time 
proce 
at 60 
serun 
Th 
and | 








ti 
es, 
nts 
re- 


val 


tic 


ry 
re- 


- is 


ry. 
12. 
It’s 
ila 
he 


or- 


ng 
ed 
he 
_nt 


‘ws 


ted 
me 
im 
nto 
its. 








The patients received from 2 to 74 injections with an 
average of about 12 injections in most instances, thus 
differing from most reported series of patients whose 
therapy was discontinued after 5 days. Other thera- 
peutic measures used when indicated included anti- 
biotics, hot compresses, supportive elastic bandages, 
and whirlpool baths. 

The author states that encouraging results were ob- 
tained in patients with chronic varicose ulcers, super- 
ficial venous thrombosis, acute phlebitis with ulcers, 
dermatitis and/or cellulitis, and acute superficial 
thrombophlebitis. Fair results were obtained in cases 
of chronic deep thrombophlebitis with lymphedema. 
Two patients showed urticarial reactions, and there 
were local reactions at the site of injection in approxi- 
mately 14 per cent of patients, necessitating dis- 
continuation of trypsin. The author discusses the 
possibilities that explain the action of trypsin. 

—Allan D. Callow, M.D. 


BLOOD; TRANSFUSION 


Pasteurized Human Plasma. MEtvin A. Casseroc, T. 
G. BLocxer, JR., Witt1am C. Levin, and E. FRANK 
Dunton. Am, 7. Surg., 1959, 97: 597. 


THE NEED FOR BLOOD in the event of an atomic attack 
on five major cities in the state of California was re- 
cently reported in the literature and, estimating 1 
million surviving casualties, would require three 8- 
hour shifts in 24 hours with different teams on each 
shift to draw and provide the necessary 67,647 units of 
blood per day. This means 8,820 personnel for blood 
drawing alone. In light of the fact that whole blood 
is outdated in 3 weeks and that the stockpile in blood 
banks (if not destroyed) would be inadequate quan- 
titatively, the only real source of blood in such an 
emergency is the “walking blood bank.” The brunt 
of the initial burden in support of the failing circula- 
tion in trauma falls on blood derivatives and plasma 
expanders. 

During the Korean conflict data were accumulated 
that lyophilized pooled plasma served as an effective 
medium for the transportation and dissemination of 
the virus of serum hepatitis. Under these circumstances 
the incidence of serum hepatitis was reported to be as 
high as 20 per cent. As a result, widely distributed 
stockpiles of plasma were recalled and synthetic plasma 
expanders substituted. Two major areas of investiga- 
tion in the attempted solution of the problem of serum 
hepatitis contamination of pooled plasma are (1) the 
fractionation of plasma proteins and collection of a 
virus-free albumin and (2) the search for a means of 
treating whole plasma in a manner that will eliminate 
the virus without altering the essential biologic proper- 
ties of the plasma. Two apparently successful tech- 
niques for plasma sterilization consist of storage of 
liquid plasma at room temperatures or higher for 6 
months and pasteurization of pooled plasma. The 
former technique, although effective, presents serious 
time problems in the logistics of stockpiling and 
processing. Gellis and associates reported that heating 
at 60 degrees C. for 10 hours inactivated the virus in 
serum hepatitis. 

The authors have carried out a carefully planned 
and closely supervised clinical trial of pasteurized 
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human plasma on 30 patients. Evidence accumulated 
in this effort indicates that the pasteurization of plasma 
does not alter the serum protein sufficiently either to 
affect its oncotic effect or to cause unfavorable 
physiologic reactions in the recipient. The mean 
electrophoretic values of the serum protein fractions 
of recipients determined before and 1, 6, and 24 hours 
after infusion show no statistically significant altera- 
tions of the protein fractions in the series of recipients 
of heat treated plasma. —Allan D. Callow, M.D. 


Abuse of Single Whole Blood Transfusions. WiLLIAM 
Umrxer and Paut Hopcson. 7. Michigan M. Soe., 
1959, 58: 389. 


AMONG THE RECORDED misusES of blood transfusions, 
such as overtransfusion during emergencies, unneces- 
sary use of blood during operation, its substitution for 
antianemia agents, and use in the treatment of oper- 
ative hypotension during spinal anesthesia, the em- 
ployment of the single transfusion deserves special men- 
tion. Of the 100 consecutive single transfusions studied, 
8 were given to patients with advanced cancer or severe 
anemia secondary to renal disease and were insufficient 
to improve the existing anemia. Eight other patients 
received a single transfusion prior to or after operation, 
and 3 were not given sufficient blood to elevate the 
hemoglobin to 11.5 gm. 

Of the remaining single transfusions administered 
during operation, over one third of the patients had 
adequate or insignificantly altered postoperative levels 
of hemoglobin, as compared to their preoperative 
levels, or had no record of bleeding in excess of 300 ml. 
during operation. An additional one third of the surgi- 
cal patients receiving single transfusions were consider- 
ed, by these same criteria, to be inadequately trans- 
fused. Studies of individual cases suggested that trans- 
fusions should have been given more often or in larger 
quantities during neurosurgical, urologic, and ortho- 
pedic operations. 

Despite the fact that nearly one fourth of the pa- ~ 
tients who were transfused during this study received 
only one transfusion, single transfusions made up only 5 
per cent of the total whole blood used, supporting the 
thesis that a single transfusion is seldom sufficient to 
replace the deficit. Although infants, elderly persons, 
or chronically ill patients with contracted blood vol- 
umes must have careful replacement of even small 
losses, because of a greater susceptibility to shock and 
changes induced by anesthesia, the use of the single 
transfusion should be tempered by the hazards of blood 
transfusion, such as sensitization, serum hepatitis, car- 
diovascular overload, hemolytic incompatibility, and 
even bacterial contamination. 

— Stuart L. Scheiner, M.D. 


Metabolic Alkalosis Following Massive Transfusion. 
Martin S. Litwin, Louis L. Smirn, and Francis D, 
Moore. Surgery, 1959, 45: 805. 


THIS ARTICLE REPORTS the phenomenon of metabolic 
alkalosis after multiple, closely spaced transfusions. 
Seven consecutive patients, each of whom received 
more than 4,600 ml. of citrated banked blood, were 
studied extensively. Metabolic alkalosis of varying de- 
gree developed in all of them in the post-transfusion 
period. This alkalosis is due to the metabolic break- 
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down of sodium citrate which is used as an anticoagu- 
lant in ACD solution. 

It was further noticed that immediately after in- 
fusion of banked blood a metabolic acidosis is present. 
It may be quite severe, depending on the metabolic 
status of the infused red cells. The degree of acidosis 
seen in shock depends on the depth and duration of the 
low perfusion rate. In acute hypovolemic shock whole 
blood pH rarely falls below 7.0 but is often seen in the 
range of 7.15 to 7.25. This is the result of accumulation 
of endogenously produced anaerobic metabolites, 
chiefly lactic and pyruvic acids. As these are later 
burned in recovery, blood pH rises and returns to 
normal. 

Although there is no doubt that the status of the 
patient’s liver cells at the time of administration of 
blood will have much to do with the rate of disap- 
pearance of citrate from the bloodstream, it is the 
authors’ conviction that frank citrate intoxication due 
to the accumulation of an excess of unoxidized citrate 
in the body is most exceptional. Data from the same 
group suggest that vascular homeostasis and recovery 
are more easily achieved in a normal or alkaline acid- 
base setting than in severe acidosis. Therefore, the 
authors believe that the alkalosis of transfusion is an 
unintentional but probably beneficial byproduct of 
modern blood bank practice. 

—Hans F. Schweizer, M.D. 


The Multiple Transfusion Danger. R. Straus, W. T. 
Sweeny, and D. PLotxin. West. 7. Surg., 1959, 67: 80. 


THE PURPOSE OF THIS ARTICLE is to call attention to the 
hemorrhagic diathesis associated with the use of 
banked blood. A short summary of the literature is 
given in the first paragraph. 

Review of the patients at Saint Joseph Hospital, 


Burbank, California, who had received ten or more 
units of banked blood during an 18 month period re- 
vealed 24 patients, in 6 of whom (25 per cent) unusual 
bleeding developed that could be related in part to 
the transfused blood. Five cases are presented. 

The essential factors of the blood-clotting mechanism 
are enumerated, and the disturbance produced by 
such massive transfusions is explained. The blood 
coagulating mechanism is discussed, and the authors 
stress the importance of taking an adequate personal 
and family history regarding excessive bleeding and 
easy bruising. Basic to the understanding of the 
hemorrhagic diathesis induced or potentiated by 
numerous transfusions of citrated bank blood is the 
knowledge of the changes occurring as the result of 
storage at 4 degrees C. for as long as 21 days. These 
changes are listed in a separate table. 

The recommended diagnostic laboratory procedures 
in the evaluation of hemorrhagic diathesis are the 
following: (1) Rumpel-Leede’s test for capillary 
fragility; (2) bleeding time; (3) Lee and White co- 
agulation time; (4) clot retraction time; (5) blood 
platelet count; (6) Quick’s one-stage prothrombin 
time; (7) fibrinogen level; (8) partial thromboplastin 
test; and (9) test for fibrinolysins. Ancillary diagnostic 
procedures are tests for blood volume; hematocrit; 
blood electrolytes; citrate levels; and thromboplastin 
generation. 

The validity of recommended forms of treatment is 
difficult to assess. When more than five units of stored 
blood are to be given in rapid succession, provision 
should be made to have fresh blood available. If this 
is not possible the suggestion is made to give one gram 
of calcium for every two units of citrated blood. Some 
of the newer concepts of treatment are briefly men- 
tioned. —RHans F. Schweizer, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Prolonged Survival of Fetal and Adult Skin Homo- 
afts, REUVEN K. SnyDERMAN. Surg. Clin. N. America, 
1959, 39: 501. 


IN THIS sTUDY, work aimed at determining the mecha- 
nism of homograft rejection continues. Homografts 
from fetuses of one half the gestation period and the 
adult skin from normal donors were applied to pa- 
tients with and without neoplastic disease. The tech- 
nique consists of the creation of a defect the size of 
a fifty cent piece on the forearm of the recipient and 
the transplantation of either fetal or normal adult 
split thickness skin. Results fell into three categories: 
(1) no take in 7 days, (2) initial take, but rejection 
in 21 days, and (3) survival after 30 days. 

As a follow-up to Southam’s work with tumor trans- 
plantation, the author studied these responses to homo- 
grafting in patients with cancer. Of the 17 adult homo- 
grafts applied to patients with neoplastic disease, 11 
were successful and 6 of these showed prolonged sur- 
vival. Two of 3 patients with chronic lymphatic leu- 
kemia had successful prolonged takes. Related anti- 
body surveys in progress are outlined. 

Fetal homografts from embryos of one half the ges- 
tation period or less were applied in 15 instances and 
6 showed successful take, 3 being long term survivals. 
Mention is made of Baxter’s work, wherein older fetal 
tissues showed no prolonged survival. Possible appli- 
cations of this experimental method are (1) homo- 
grafting of skin defects in patients with neoplastic 
disease, (2) homograft testing to determine the possi- 
bilities of bone marrow transplantation, in certain 
leukemic patients, and (3) pretreatment homografting 
followed by observation after definitive cancer ther- 
apy. Here, secondary rejection would indicate control 
of the disease. These results, though not conclusive, 
certainly open the way for many contemplated studies. 

— William R. Nelson, M.D. 


Successful Replacement of Completely Avulsed Por- 
tions of Fingers as Composite Grafts. BEVERLY 
Douectas. Plastic & Reconstr. Surg., 1959, 23: 213. 


In 17 cases of partial or complete avulsion of the distal 
portion of a finger, successful replacement of the 
avulsed part as a composite graft is reported. Six of 
these successful cases are reported in detail. The 
sooner the amputated part can be replaced, the less 
the bacterial and proteolytic activities within it. In 1 
of the cases reported the part was replaced 90 minutes 
after the injury, with complete success. In another 
instance the part was replaced 2 hours and 45 minutes 
after the injury with partial success. 

The circulation of the distal portion of a finger is 
terminal in type. If the replaced part is rotated 
slightly the vessels will be offset, and the possibility 
of adequate circulation to the avulsed portion will be 
correspondingly diminished. Cut nerve filaments like- 
wise would not be lined up properly if exact reap- 
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proximation was not performed. The author expresses 
the belief that endothelial cells of the capillaries and 
other small vessels rapidly grow together if their ends 
are placed in close continuity by suturing the skin and 
other tissues with points corresponding to their 
position before amputation. 

Return of sensation has been remarkably rapid in 
these cases, within as short a time as 72 hours in some 
patients. This time appears to be too short for degen- 
eration and subsequent regeneration to take place. If 
a neuron survives an injury, only a small amount of 
destruction occurs at the distal end of the central 
stump of a cut nerve, the degeneration extending back 
along the nerve fiber to about the first node of Ranvier. 
These nodes for the sensory nerves of the fingers are 
not more than 0.3 mm. proximal to any sectioned 
proximal nerve end. Growth within the distal sheath, 
once the nerve connects with it, is stated to occur ata 
rate of about 1 mm. a day. If these concepts are valid, 
it is not difficult to explain the prompt return of 
sensation in most of these replaced finger parts. 

In 10 of these cases the bone of the distal phalanx 
was completely transected and was replaced. In 2 a 
portion of the tendinous insertion and joint capsule 
was also replaced. In 15 the entire replaced portions 
survived without further operative procedures. The 
other 2, in which severe contusion and maceration 
occurred, required secondary procedures. 

The importance of the control of bleeding by 
tourniquet alone is emphasized, as is the avoidance of 
use of corrosives on the open wound, the use of a very 
careful technique in handling of the tissues, and an 
extremely accurate suturing of parts under the magni- 
fied vision of a binocular loupe. Under such magnified 
vision one can easily match fingerprint lines and small 
notches on one side of the wound with those on the 
other. 

After operation the part should be properly splinted 
and a dressing applied with slight pressure. Moderate 
refrigeration may be helpful if it is thought advisable 
to delay the repair. This was employed in 2 cases with 
success in both. Because of the results presented, every 
effort should be made to locate and surgically replace 
avulsed portions of the distal ends of the fingers as a 
first choice, rather than to use the more complicated 
procedures by which one cannot hope to match the 
original tissues. —E. Thomas Boles, 7r., M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Intraperitoneal and Extraperitoneal Neomycin as a 
Topical and Irrigating Agent. ELMER Horrman. Am. 
Surgeon, 1959, 25: 170. 


THE PURPOSES OF THIS REPORT are to give the results 
of the use of neomycin sulfate solution as a topical 
and irrigating agent and to point out that its use in the 
proposed dosage and concentration has not proved 
toxic. 

Review of the problem of toxicity in reported cases 
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indicates that the problem is one of overdosage. 
Nephrotoxicity occurs at serum neomycin levels of 
0.2 mgm./c.c. The author recommends a dosage of 
neomycin in amounts to 1 to 2 mgm./kgm. of body 
weight and states that 20 to 30 c.c. of a 0.5 per cent 
solution only should be used in the peritoneal cavity. 
—W. Foster Montgomery, M.D. 


Simultaneous Use of Serum and Toxoid in Prophy- 
laxis of Tetanus (Die gleichzeitige Anwendung von 
Serum und Toxoid in der Tetanusprophylaxe). L. 
EcKMANN. Schweiz. med. Wschr., 1959, 89: 311. 


THE URGENCY of tetanus prophylaxis in Switzerland 
is stressed. Since active inoculation is not practiced, 
the time of injury will be the determining factor. 
Definite exclusion of the risk of tetanus is impossible 
in persons who have not been inoculated. It is, more- 
over, impossible for the physician to gauge the danger 
of tetanus development or of threatening complica- 
tions of the serum injection. Immunization begun at 
the time of injury is too late. 

An attempt has therefore been made to combine 
active and passive immunization. Opinions differ as 
to the efficacy of simultaneous administration of toxoid 
and serum according to Ramon, and no certainty is 
to be derived from experimental findings. Valid ob- 
servations on a sufficient number of human subjects 
are not available. It has been demonstrated experi- 
mentally that, in this combined method, active immu- 
nization is inhibited by retarded formation and lower 
concentration of antibodies in proportion to the dose 
of serum but is not prevented if the dose of serum 
used is proportional to that used for human prophy- 
laxis. Inhibition of passive immunization has not been 
demonstrated. 

The present writer attempts to answer the following 
questions: (1) how do degree and duration of passive 
immunization behave in serotoxoid prophylaxis as 
compared with exclusive serum prophylaxis? and (2) 
how does active immunization behave in serotoxoid 
prophylaxis as compared to exclusive toxoid adminis- 
tration, with regard to intensity, onset of action, dura- 
tion, and repeat injection? 

Administration of antitoxin without toxoid is to be 
rejected. Any prophylactic measure against tetanus 
should tend toward active immunization. Several 
hundred men, women, and children were studied in 
3 groups. The antitoxic immunity of persons subjected 
to serotoxoid prophylaxis 1 to 6 years earlier under 
various conditions was registered, as were both the 
actual content of antitoxin and its change after a re- 
peat injection. Persons in whom the original simulta- 
neous injection had proved inefficient were also ex- 
amined. These patients had received only the first 
toxoid injection simultaneous with the serum injection. 
The demonstration of the booster effect in such per- 
sons can be explained only if the original toxoid dose 
was active in spite of the simultaneously injected se- 
rum. The author considers this experiment most con- 
vincing to determine whether serum and toxoid mu- 
tually inhibit each other. Antitoxoid was determined 
also in patients previously subjected to serotoxoid 
prophylaxis as well as to a later repeat injection. The 
third group was composed of controls who had re- 
ceived either serum only or active immunization only, 


in order to permit a comparison of the estimated anti- 
toxin content. About 3,000 antitoxin determinations 
were made in 700 patients. Experiments were con- 
ducted on white mice. 

The results indicate a simultaneous combined active 
and passive immunization to be an efficacious and 
useful method. For active immunization as well as for 
combined prophylaxis, 3 doses of toxoid should be 
administered, whether native, adsorbed, or precipi- 
tated toxoid is used. The interval between the first 
2 toxoid injections may be as short as 3 weeks, but 
should preferably be 5 weeks. A third dose follows 
3 months later. —Edith Schanche Moore. 


Prevention of Sudeck’s Syndrome After Closed In- 
juries of the Arm (Das Verstecken der Fingernaegel 
nach dem sofortigen Spalten der Gipsverbaende als 
sicherstes Mittel zur Verhuetung des Sudeck-Syndroms 
nach geschlossenen Verletzungen der Arme). Lorenz 
BOuLER. Miinch. med. Wschr., 1959, 101: 663. 


SUDECK’sS SYNDROME after injuries or inflammations 
occurs most often in persons over 40 years of age and 
more frequently in women than in men. The syndrome 
constitutes a dystrophy of all tissues of the limb and 
not decalcification of the bones only. In the past, 
hormones, cortisone, and vasodilating agents have 
been used for treatment, but it is emphasized that it is 
unlikely that minor injuries could lead to hormone 
disturbances. 

In the adjustment and immobilization of fractures 
of the radius the syndrome can be easily and cheaply 
averted. After administration of a local anesthetic and 
application of a properly fitted cast, preventive treat- 
ment begins by immediate splitting of the cast and 
application of a loose bandage. This procedure must 
not be postponed until the fingers or toes become 
blue, swollen, and painful, in other words, until acute 
ischemia has set in. Not only will this procedure per- 
mit the patient to sleep comfortably the first night but 
it also has a definite psychotherapeutic effect. 

The recent suggestion to administer agents affecting 
the blood vessels instead of immediately splitting the 
casts will yield good results in only some patients, 
leaving the rest prey to circulatory disturbances and 
severe pain. After application of a loose bandage and 
roentgenographic control, it is necessary to instruct 
the patient immediately how to move the fingers, 
elbow, and shoulder. It is imperative that he be in- 
structed concerning the necessity for closing the fist 
until the fingernails are hidden. All patients are re- 
quired to report on the following day for tests of 
circulation, bandage, and mobility. If, on the second 
day, the patient cannot hide his fingernails, he is 
shown how to bend the terminal finger joints and is 
assisted if necessary. After such immediate splitting of 
the cast severe swelling and reduced mobility are rare. 
Proceeding cautiously, movements will not cause pain, 
whereas splitting the cast after 2 or 3 days will usually 
reveal swollen, painful, and immobile fingers. If the 
patient is unable to flex and stretch the fingers actively, 
he must be treated at home or in the clinic daily until 
this becomes possible. 

In 15,000 cases of typical radial fractures, only four 
genuine Sudeck atrophies occurred. Outside surgeons 
and physicians examining 356 such fractures treated 
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by this method found no case of actual Sudeck’s 
atrophy and only slight impairment of finger move- 
ment in 3 women who had failed to report for after- 
treatment. The patients must be properly instructed 
in how to clench the fist with the fingernails hidden 
and how to move their fingers. Bandages must be 
applied in such a manner as to render this possible. 
The most important aspect of exercise therapy con- 
sists in attempting to attain full mobility of the finger 
and shoulder joints in the first days. If such exercises 
are neglected in the more susceptible older pyknic 
women, the folds on the extensor surface of the termi- 
nal finger joint will disappear as early as the second 
week, the joint becoming immovable and pain in the 
shoulder developing after 10 days. Vasodilating reme- 
dies will not prevent these results. 

Sudeck’s atrophy is most common after fractures of 
the legs due to the prolonged excessive traction pre- 
scribed. In open wounds, Sudeck’s atrophy may be 
avoided by proper excision to prevent infection, and 
by immobilization and daily active exercise of joints 
not included in the dressing. 

— Edith Schanche Moore. 


Early Surgery and Advantages of Exposure Treat- 
ment of Fresh Burns of the Head and Neck (Die 
dringlichen Operationen bei frischen Verbrennungen 
des Kopfes und des Halses, sowie die Vorzuege der 
“offenen Behandlung’). Hans Prerer. Langenbecks 
Arch. klin. Chir., 1959, 290: 495. 


THE HEAD constitutes 6 per cent of the body surface 
area and the neck comprises 3 per cent. In children 
it makes up a larger area, i.e., 6+-(12 minus the age 
in years) per cent. Burns in this area alone, therefore, 
do not pose a great threat with respect to shock. A 20 
per cent burn usually must be sustained before the 
fluid losses become dangerous. This figure is 10 per 
cent for children. 

The author advocates the exposure treatment for 
burns of the head and neck. This allows the burned 
area to dry out and thus form a natural dressing. The 
loss of fluid is thereby materially curtailed, and bac- 
terial growth and contamination are prevented. If a 
second degree burn is left exposed the exudate will 
dry up in 48 hours to form a crust. Underneath it 
epithelial regeneration occurs which is complete 
within 10 to 20 days, depending on the depth of the 
burn. In third degree burns an eschar forms within 48 
to 72 hours as a result of dehydration of the burned 
skin. After 10 to 14 days the eschar begins to demarcate 
and retract. 

The main advantages of the open method of fresh 
burns are: (1) prevention of massive infection by not 
creating a warm moist environment (a dressing) for 
bacterial growth; desiccation of the exudate or burned 
skin by exposure also can destroy bacteria; (2) 
simplification of the local treatment of burns and 
decrease in the expense; (3) avoidance of narcosis, 
since dressing changes are not necessary, with its 
attendent deleterious effects on nitrogen balance; 
(4) fewer febrile reactions; and; (5) more rapid heal- 
ing of deep second degree burns. 

Transplantation of skin should take place before 
complete demarcation and necrosis of the eschar take 
place. The latter should be removed surgically. The 
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length of time the patient is incapacitated is thus 
reduced by 10 to 14 days. One also decreases the 
danger of scar formation by not waiting for the wound 
to become a clean granulating surface. The presence 
of contamination found on bacteriologic studies is of 
little significance if the wound appears clean clinically. 
Polymyxin solution can be incorporated into the 
dressing covering the transplant if there is a pyocy- 
aneus infection. The dressing should be changed after 
3 or 4 days. Infections involving staphylococci and 
streptococci should also be treated with antibiotics. 
Local therapy is far more important than the systemic 
administration of drugs. 

Burns arou:.:! the head and neck are characterized 
by more severe edema formation, a more rapid re- 
covery of the epithelium in second-degree burns, and 
a more rapid separation of the eschar in third-degree 
burns. After 8 to 10 days the crust will fall off. Eschars 
can be removed without surgical intervention. The 
abundant circulation to this area accounts for these 
changes. 

Burns of the neck are best managed by placing the 
patient in a hyperextéended position with pillows 
under the shoulders and the head fixed on both sides 
with sandbags. Movement must be avoided in order 
to prevent the crust or eschar from cracking and form- 
ing a portal of entrance for bacteria. Contractures 
which may seriously impair activity must be avoided. 
To this end, primary excision of the burn with trans- 
plantation offers the least degree of fibrous reaction. 
If a skin graft which is not too thin is applied, scar 
formation is minimal. Primary excision should be 
performed as soon as possible. If it is delayed for 
several hours after the burn is sustained, during the 
phase of edema formation, the viability of the graft 
will be seriously compromised. Under these conditions 
it is better to wait until the third day. At this time, 
one must be wary of the inflammatory reaction that 
occurs, since the increased blood flow in the area may 
lead to bleeding and formation of a hematoma with 
consequent loss of the skin graft. 

Burns of the face are treated by primary excision 
only if the burn is well demarcated, definitely third- 
degree, and not too extensive. When possible, it is 
better to cover defects of the face with full-thickness 
postauricular grafts that are cosmetically more ac- 
ceptable. Excessive split-thickness skin grafts may be 
taken, stored in a tissue bank, and used for areas that 
do not take initially. The cartilage of the ear and nose 
must be covered with skin as soon as possible to avoid 
necrosis and additional deformity. 

Burns of the eyelids present special problems. By 
virtue of the lid reflex, the eye itself is rarely burned. 
However, vision may be lost if the eyelids become so 
deformed that they lose their protective function. Sec- 
ond degree burns may result in a temporary ectropion 
of the lower lid. However, with conservative manage- 
ment a good end result can be expected. In the case 
of third degree burns, ectropion may form within 1 to 
3 weeks. It should be immediately treated by excision 
and transplantation of split skin grafts. A simultaneous 
tarsorrhaphy may also be performed. 

Overlooked third degree burns of the scalp may 
lead to infected wounds that are difficult to manage. 
The full thickness of skin is removed and the defect is 
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closed by placing a skin graft on the periosteal surface 
of the calvarium. If the latter is necrotic, a rotation or 
sliding skin flap may be used to cover the defect or a 
skin graft may be placed on the spongy portion of the 
bone. Both procedures involve removal of the outer 
table of the calvarium. —7. C. Rosenberg. M.D. 


ANESTHESIA 


Theories of Narcosis. CHARLEs B. PrrrinceR and Hucu 
H. Keasiine. Anesthesiology, 1959, 20: 204. 


NARCOsIS AND ANESTHESIA are not synonymous. Narco- 
sis is a general term connoting reversible biologic de- 
pression. General anesthesia is a clinical term which 
lacks adequate definition but usually implies a state of 
obliterated sensory perception and unconsciousness. 

The various theories of narcosis represent hypoth- 
eses postulated on the basis of extensive laboratory 
observations. The results of these studies and the theo- 
retical conclusions resulting therefrom provide a volu- 
minous literature scattered for the most part in the 
journals of the basic sciences. This article is confined 
to a statement of the general thesis of each theory and 
to an indication of the major criticism of each. 

The order of presentation of the theories of narcosis 
is not strictly chronologic, since many were simul- 
taneously in the process of evolution. They are arbi- 
trarily grouped under subtitles indicating the phe- 
nomena to which they seem most closely related. 
The discussion shows some interrelationships. 

The authors’ comments are of interest: Although no 
specific theories have been proposed, recent attention 
has been focused on mechanisms responsible for the 
transfer of energy obtained from oxidation to cellular 
function (high energy phosphate bonds), on the rela- 
tion of central neurohormones to narcosis, and on 
neurophysiologic alterations. These approaches have 
potentialities as a fruitful avenue of future research. 
The literature reveals that no theory of narcosis in- 
volving reversible chemical reaction on the part of 
inhalation anesthetic agents has been proposed. The 
problem is a formidable one and possibly insolvable 
by current analytical techniques. The implication of 
specificity of drug action is not consistent with a uni- 
tary concept of narcosis. Direction of efforts toward 
the elucidation of mechanisms of action of individual 
agents might seem to be more profitable than attempts 
to discover a theory of narcosis encompassing all. 

The mechanism of action of anesthetic agents has 
been a scientific challenge since the advent of clinical 
anesthesia. The problem of elucidating the mode of 
action looms larger, and its solution seems more re- 
mote today than it was conceived to be almost a cen- 
tury ago. This apparent expansion derives from the 
increasing awareness of the complexity of modern 
clinical anesthesia and from the evidences of differ- 
ences among the various agents. 

— Mary Frances Poe, M.D. 


Prolonged Hypothermia. (Text in Greek). St. Courr- 
MENOS., Acta chir. hellén., 1959, 6: 189. 


HyportHermia for severely injured patients has been 
used by the author at the Red Cross Hospital in 
Athens, Greece, since 1953. It is used primarily for 
severe head injuries that would otherwise be fatal. 


Twelve such patients have been treated by the author 
and 4 of them survived. The period of hypothermia 
varied from only 2 days to 58 days. The 4 patients 
who survived were in the state of hypothermia from 
5 to 8 days and all of them had extensive fractures of 
the skull with severe brain injury. According to the 
author, the best results are obtained in cases of head 
injury with the following signs and symptoms: (1) 
deep coma, (2) tachypnea with a respiratory rate of 
over 30 per minute, Cheyne-Stokes’ breathing, or 
complete apnea, (3) hypotension or sudden hyper- 
tension, (4) bradycardia as low as 40 beats per minute 
or tachycardia, (5) hyperpyrexia, (6) vasomotor 
disturbances, (7) incontinence, (8) lack of swallowing 
movements, (9) incoordination of eye movements, 
and (10) positive Babinski’s sign. 

Patients with head injuries should be very carefully 
selected for hypothermia and intracranial hematomas 
should be ruled out before such treatment is under- 
taken. Sometimes exploratory craniotomy with treph- 
ination may be necessary before the institution of 
hypothermia. The author induces hypothermia using 
such pharmacologic agents as phenergan hydro- 
chloride, chlorpromazine hydrochloride, hydergine, 
pethidine, or diparcol, almost always supplemented 
with physical means (ice bags). A temperature of 
between 33 and 36 degrees C. is maintained. 

Two cases are presented in detaii. The first patient 
was an Air-Force officer who sustained a severe head 
injury when he was thrown out of his plane during 
a landing. He had fracture of the frontal bone, 
fracture of the transverse processes of the second, 
third, and fourth lumbar vertebrae, fracture of ribs, 
and many other injuries. He was in deep coma and 
hypothermia was instituted about 36 hours after the 
accident. Tracheostomy was also performed. The 
patient’s condition improved under hypothermia. An 
attempt to discontinue hypothermia on the fourth 
day resulted in obvious worsening of his condition 
and hypothermia was continued for a total of 7 days 
with final recovery of the patient. The second patient 
was a 26 year old male who was admitted to the 
hospital in deep coma after a motorcycle-automobile 
accident. On examination he was found to have a 
depressed fracture of the skull with draining brain 
tissue and bleeding from the nose and left ear. Be- 
cause of his critical condition hypothermia was in- 
duced immediately by the intravenous administration 
of Laborit and Huguenard’s mixture No. 1. He was 
then taken to the operating room where elevation of 
the depressed skull fracture was carried out as well 
as debridement. His condition improved and became 
stable until the next day when an attempt was made to 
discontinue the hypothermia. A few hours later he 
became cyanotic and went into shock. Emergency 
tracheostomy was performed and hypothermia re- 
instituted by drugs supplemented with ice-bags. This 
patient was kept in a state of hypothermia for a total 
of 58 days but did not show marked improvement. 
His condition necessitated four neurosurgical pro- 
cedures and he finally died of hemorrhage from an 
artery eroded by the tracheostomy tube. 

The author urges the wider use of hypothermia for 
severely injured patients. 


— Michael G. Seremetis, M.D. 
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The Elimination of “Total” Urinary Reducing Corti- 
coids in Conditions of Surgical Stress (L’élimination 
des corticoides urinaires réducteurs ‘“‘totaux” dans le 
stress chirurgical), R. Bernis and R. VANEK. Acta 
anaesth, belg., 1958, 9: 116. 

Tue AMouNT of a 24 hour urine specimen (diuresis) 

and of the reducing (nonconjugated) corticoids was 

determined by means of a photometric method worked 
out for the corticoids by Vanek and R. Devis. 

The color reaction is based on the method devel- 
oped by Heard, Sobel, and Venning (7. Biol. Chem., 
1946, 165: 699) and consists of adding glacial acetic 
acid and the phosphomolybdic reagent to the sample 
of corticoids to be tested, the whole then heated to 
100 degrees C. in a water bath for 1 hour and cooled 
rapidly in ice. The word “‘total”’ refers to the specimen 
procured by repeated extractions with chloroform. 
The urinary specimen is extracted twice at pH 7, 
twice at pH 1 and, finally, twice after adding to the 
residual urine 10 per cent by volume of concentrated 
HCL, boiling for exactly 10 minutes, then again 
extracting twice. All these extracts are added together 
and treated by the reagents mentioned. 

The 69 patients tested comprised 30 women and 39 
men, aged 15 to 79 years, undergoing major surgery 
(for the most part gastrointestinal and bone opera- 
tions). Exclusive of the anesthesia, the preparation of 
the patients and the conduct of the surgical interven- 
tions were standardized in so far as possible. 

Several anesthetic agents in various combinations 
(ether, barbiturates, neuroplegics, ganglioplegics, 
nitrous oxide and oxygen, and a steroid inhibitor, 
hydroxydione (présuréne)) were used. Spinal anes- 
thesia was also employed. 

On the whole it was found that, no matter what the 
anesthetic agent or combination, there was always 
some effect on the shock or stress phenomenon as ex- 
pressed by the reducing corticoid excreted in the 
urine (lowering of the corticoid titers) except in the 
spinal anesthetic method. This anesthesia not only 
seemed to raise the corticoid excretion to abnormal 
levels, but also seemed to prolong the period of sur- 
gical stress, 

Of the anesthetic agents studied the neuroplegics 
seemed to block most effectively the reaction of stress 
incident to surgical intervention, as expressed by the 
total urinary corticoid excretion. 

— John W. Brennan, M.D. 


Anesthesia for Anorectal and Colonic Surgery. JoHN 
Apriani. NV. York State 7. M., 1959, 59: 1066. 


THE CHOICE OF ANESTHESIA for anorectal and colonic 
surgery is determined by the operating conditions 
necessary to successfully perform the contemplated 
procedure and the general status of the patient. As- 
suming the status of the patient to be satisfactory, 
the usual factors to be considered from an operative 
standpoint are: 

1. The extreme degree of relaxation required. 

2. The position of the patient. It makes considerable 
difference in selecting anesthesia if the patient is 
placed in the prone instead of the supine or lithotomy 
position. 

3. The use of electrothermia and endoscopic in- 
struments may be a source of ignition and would 
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preclude the use of flammable anesthetics. One would 
then be forced to rely on regional anesthesia or non- 
flammable drugs. 

In no division of surgery is regional anesthesia as 
adequate and as adaptable as it is for anorectal surgery. 
There are a number of reasons why regional anesthesia 
is superior to general anesthesia for anorectal surgery. 
Relaxation, which is so necessary, is obtained with 
ease with most regional techniques. The area to be 
anesthetized is comparatively limited. The systemic 
disturbances characteristic of more extensive blocks 
are avoided. The prone position may be used safely 
with regional anesthesia. Troublesome reflexes in- 
itiated by stimulating the anorectal region during 
general anesthesia are no problem when regional 
anesthesia is used. Electrothermia and endoscopic 
instruments may be used without fear of fire hazard. 

There are five possible choices in the group of 
regional anesthetic techniques that one may make for 
anorectal surgery: local infiltration and pudendal, 
trans-sacral, caudal, and spinal blocks. Of these, the 
last two are the most adaptable. Spinal block is less 
time consuming, simpler to induce, more precise, and 
more reliable and provides the same extent of anes- 
thesia as caudal block. In the event of failure, a 
second block may be attempted without undue 
hazard. 

There are situations in which general anesthesia is 
indicated. Under such circumstances, one of three 
choices is available—ether, cyclopropane, or the 
triple combination of nitrous oxide, an ultra short 
acting barbiturate, and a muscle relaxant. Although 
in no sense ideal, ether is the safest of the inhalation 
anesthetics and provides the necessary operating con- 
ditions. In the hands of one familiar with the drug 
and its peculiarities, cyclopropane is a most desirable 
choice when general anesthesia is indicated for 
anorectal surgery. Four ultra short-acting barbiturates 
available in surgery for basal narcosis are hexobarbital 
(evipal), thiopental (pentothal), thiamylal (surital), 
and methitural (neraval). An objectionable feature 
of thiobarbiturates, and to a lesser extent of the other 
general anesthetics, is their spasmogenic effect on the 
larynx and bronchi. Manipulations in the anorectal 
region initiate reflexes mediated along the autonomic 
pathways, which activate the larynx and cause 
stridor and spasm. Endotracheal intubation prevents 
or corrects the laryngeal spasm. One may forego the 
use of the endotracheal tube if the lithotomy or 
supine position is used, but if the lateral or prone 
position is required it is unwise to do without it. When 
general anesthesia is used an anticholinergic drug, 
such as scopolamine, levohyoscyamine, or atropine, 
is necessary to inhibit the formation of secretions. The 
open drop technique is usually employed for ad- 
ministration of ether to infants and children because 
most apparatus designed for adult use is not satis- 
factory for children. Apparatus is now being improved 
so that closed system or “machine” anesthesia may 
be used for children also. Where such apparatus is 
available, any of the inhalation anesthetics may be 
used for infants and children. 

Anesthesia for colonic surgery is managed in the 
same manner as that for other abdominal procedures. 
Cyclopropane combined with ether or a muscle re- 
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laxant serves admirably in most cases. Should cyclo- 
propane not be desired, nitrous oxide followed by 
ether may be used. The combination of thiopental, 
nitrous oxide, and a muscle relaxant is extensively 
used by many anesthesiologists. Irrespective of the 
drug selected, the endotracheal technique should be 
employed. When there is no objection to its use, no 
form of anesthesia is more suitable for colonic opera- 
tions than spinal anesthesia. The constriction of the 
bowel and the relaxation of the abdominal muscula- 
ture cannot be duplicated by any other method of 
anesthesia. When longer periods of anesthesia are 
required, the continuous spinal technique can be used. 

This is one of a series of review articles dealing with 
medical progress, and the various methods, techniques, 
and anesthetic drugs are discussed in detail. 

— Mary Frances Poe, M.D. 


Death Following the Use of “Xylocaine” for Local 
Analgesia. R. W. Sincrair. Med. 7. Australia, 1959, 1: 
568. 


THE AUTHOR PRESENTs in detail the clinical report of 
a primipara, aged 21 years, who died after the use 
of local xylocaine anesthesia during delivery. Twenty 
milliliters of a 2 per cent xylocaine solution with 
epinephrine were used for pudendal block. The 
perineum was also infiltrated with 10 ml. of a 2 
per cent xylocaine solution with epinephrine. Care 
was taken not to inject a blood vessel, and no return 
of blood was observed in either syringe or needle 
during the entire procedure. Approximately 10 min- 
utes after initiation of this anesthesia, the patient be- 
gan to have tonic and clonic convulsions with frothing 
at the mouth. Sodium luminal 3 grains was given 
intramuscularly, and oxygen was administered. Bi- 
lateral episiotomy was performed, and a living female 
infant was delivered by breech extraction. The de- 
livery was accomplished 15 minutes after the local 
anesthesia. The convulsions continued, 5 minutes 
later the placenta was delivered, and the episiotomy 
was repaired. Signs of pulmonary edema became 


evident. Atropine 0.01 grain and pentothal 0.25 
gram were given intramuscularly, but 10 minutes 
after the delivery or 30 minutes after institution of 
the anesthesia respirations stopped and resuscitative 
measures were unsuccessful. 

At autopsy there was extravasated blood in the 
region of the right pudendal nerve with a through- 
and-through perforation of both walls of a moderate- 
sized vein in this region. Chemical analysis of the 
blood showed 0.05 grain of xylocaine in 180 c.c. of 
blood. After the factors of distribution, excretion, and 
metabolism are taken into account, it is obvious that 
a large amount of the original dose of xylocaine 
entered the blood stream. 

Other cases have been reported in which toxic 
effects of xylocaine were exhibited, such as drowsi- 
ness progressing to convulsions, with recovery in some 
patients and death in others. Previous reports have not 
been documented by blood analyses. 

Although xylocaine is a relatively nonirritant anal- 
gesic substance of low relative toxicity, with rapid 
onset, and prolonged duration of action, it should 
be used in smaller volume as well as in lower concen- 
tration than procaine because of its properties of 
diffusion. Xylocaine should be used in one-half or 
less than one-half the concentration of procaine. 
This drug has toxicity equal to procaine toxicity at 
0.5 per cent or less, but as the concentration increases 
its toxicity exceeds that of procaine—at 1 per cent it 
is 40 per cent greater and at 2 per cent it is 50 per 
cent greater. 

The author concludes that with the volumes of this 
local anesthetic agent that may be used for pudendal 
nerve block anesthesia the toxic dose of xylocaine 
is easily approached or reached, much of the injected 
local anesthetic agent in such a situation may quickly 
reach the blood stream despite careful technique, 
and dangerous toxic effects can be avoided without 
loss of effectiveness of the local anesthesia by limita- 
tion of the maximum dose of xylocaine injected to less 
than 0.5 gram. —E. Thomas Boles, Fr., M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Supervoltage @ M.E.V.) Rotation Irradiation of 

cinoma of the Head and Neck. Mitton Friep- 

MAN, Martua E. SourHarp, and WILLIAM ELLETT. 
Am. F. Roentg., 1959, 81: 402. 


ONE HUNDRED FORTY-THREE PATIENTS who had 147 
carcinomas of the head and neck were treated with 
supervoltage irradiation from 1951 to 1957 inclusive. 
All-were treated with roentgen rays from a 2 m.e.v. 
resonant transformer generator. Rotation techniques 
were employed in two-thirds of the cases. The original 
intent was to use rotation techniques for all patients, 
but whenever clinical judgment indicated a prefer- 
ence for multiple stationary portals, the latter were 
employed. The lesions were squamous cell carcinoma 
with the exception of a few salivary gland and nasal 
sinus tumors. The lesions were extensive; 45 per cent 
of them were recurrent after previous irradiation or 
surgery. Eighteen patients had multiple successive 
cancers (from 2 to 4 lesions). 

It was found ultimately that four basic rotation 
patterns sufficed for almost all lesions. With ortho- 
voltage (200 to 250 kv.) roentgen rays and radium, 
the common tumor lethal dose for squamous cell car- 
cinoma has been 6,000 roentgens. With supervoltage 
roentgen rays the common maximum tumor doses 
ranged from 6,500 rads to 10,000 rads to produce 
comparable results. The incidence of osteoradione- 
crosis in the head and neck was similar to that from 
orthovoltage roentgen rays. The predicted bone-spar- 
ing effect of supervoltage irradiation has not material- 
ized because of the greater importance of other ana- 
tomic, pathologic, and clinical factors that contribute 
to osteoradionecrosis. 

Of 21 carcinomas of the tonsil treated with 2 m.e.v. 
roentgen rays, mostly with the rotation technique, all 
lesions showed primary shrinkage. Twelve were ar- 
rested for a period of from 1 to 5 years. One of the re- 
current lesions was arrested with a second course of 
irradiation. Carcinoma of the dorsum of the posterior 
third of the tongue was effectively treated with super- 
voltage roentgen rays; 4 of 6 lesions being arrested 
from 2 to 6 years. Carcinoma of the anterior two- 
thirds and margin of the tongue is not suitable for 
supervoltage irradiation. It is preferably treated with 
interstitial irradiation. Recurrent carcinoma of the 
larynx can be arrested with supervoltage rotation 
irradiation. Supervoltage rotation irradiation is effec- 
tive against carcinoma of the head and neck recurring 
after surgery or irradiation. 

The 3 year apparent arrest rate for recurrent can- 
cer was 35 per cent. In this series of 143 patients with 
advanced cancer of the head and neck treated with 
supervoltage (2 m.e.v.) irradiation, the over-all ap- 
parent arrest rate was 33 per cent for 3 years, and 29 
per cent for 5 years. When the results of treatment in 
this series are summarized, it becomes apparent that 
certain lesions are better treated with supervoltage 
roentgen rays using rotation technique and some with 


stationary portals. For many lesions, supervoltage 
roentgen rays have been disappointing. In these cases 
it is probably preferable to use orthovoltage roentgen 
rays and interstitial radium. 

—Frank L. Hussey, M.D. 


MISCELLANEOUS 


Sarcoma of the Liver After the Use of Thorotrast 
(Lebersarkom nach Thorotrast). FRANZ-JosEPH Ros- 
ENBAUM. Deut. med. Wschr., 1959, 84: 428. 


UP TO THE PRESENT 14 cases of the development of 
tumor (sarcoma or carcinoma) after the use of thoro- 
trast as a contrast substance have been reported. The 
author now adds the fifteenth case. 

The patient was a 49 year old merchant in hides 
whose father had died, when 68 years of age, of blad- 
der cancer. The patient had been an inactive soldier 
from 1941 to 1946 (from 34 to 38 years of age) and 
during this period had undergone a cystoscopy and 
repair of a right-sided hernia, but had no recollection 
of any injection being given. 

The motive for the present examination was a sud- 
den severe pain in the region of the right kidney that 
occurred on the occasion of heavy lifting. A few days 
later there was an attack of colic in the region of the 
gallbladder with irradiation into the back and the 
right shoulder. After this attack pain persisted in the 
right upper quadrant of the abdomen that was more 
severe with deep respiration. 

Physical examination disclosed the firm border of 
the liver and the condition of right-sided semicastra- 
tion. On roentgenogram of the upper abdomen a fine 
network of shadows in the regions of the liver and 
spleen and in the para-aortal regions on both sides 
was revealed, a finding which is recognized as charac- 
teristic for thorotrast deposition. The results of blood 
tests revealed some slight degree of toxic granulation 
of the monocytes and other cells of the leucocyte 
series. 

At laparoscopy marked enlargement of the left lobe 
of the liver was found; the entire organ was nodular 
and was of a clear reddish color. The depressed septa 
were of a peculiar yellowish-white tint. About the 
region of the gallbladder were abundant adhesions. 
Histologic examination of the 2 specimens obtained 
by puncture from the left hepatic lobe exhibited the 
granular deposits and cicatricial-fibrous transforma- 
tion of tissues that are characteristic of long previous 
injections of thorotrast. 

Four days after the laparoscopy an extensive hema- 
toma developed of the abdominal wall on the left side 
and sanguineous extravasation which, within 23 
hours, had spread laterally and downward to the left 
scrotum and left thigh. Extreme anemia and a high 
leucocytosis developed and, on the seventh day after 
the laparoscopy, laparotomy was performed. 

At laparotomy a rupture of the hepatic border on 
the right side was exposed, between the ligamentum 
teres hepatis and the gallbladder. The bleeding from 
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this lesion could not be stilled and 30 hours after the 
abdomen was opened the patient died. 

At autopsy extensive deposits of thorotrast were 
found in the liver, spleen, and lymph nodes with the 
corresponding cicatricial-fibrous transformation of 
these organs. In addition to the freshly sutured rup- 
ture on the border of the right lobe of the liver, 
another larger rupture was noted posteriorly, in a 
region extensively involved in a predominantly 
cavernous hemangioma. In the puncture site of the 
abdominal wall on the left side and retroperitoneally 
were huge hematomas and 400 c.c. of fresh blood was 
found in the peritoneal cavity. There were hepatosis, 
generalized icterus, and other evidences of a hemor- 
rhagic diathesis with petechial hemorrhages into the 
epicardium and pericardium of the heart. Micro- 
scopically, in addition to the extensively infiltrated 
and destructive sarcoma of the liver, there were 
encountered extensive deposits of thorotrast, with 
characteristic changes in the liver, spleen, and in the 
lymph nodes in all parts of the body, lying partly in 
the reticular cells, and partly in aggregations and 
masses in the tissue spaces where they were enclosed 
in connective tissue showing cicatricial or hyaline 
transformation. 

Surprisingly, the tissues of the bone marrow were 
not visibly involved in the deposits and exhibited 
active erythropoietic activity with the production of 
numerous immature myeloid forms of cells. 

When radioactivity in the liver, spleen, and bones 
was measured the radiation values of the bone speci- 
mens were three times those of the liver tissue. The 
splenic specimens exhibited rather low values in this 
respect. Reliable figures could not be obtained, so that 
any estimation of the amount of thorotrast adminis- 
tered was only tentative, but the amount was set at 80 
to 100 c.c. of thorotrast. 

On the evidence of the large amount of thorotrast 
in the tumor and of the other findings here detailed, 
there is no doubt in the author’s mind that this is an 
instance of thorotrast-induced malignant degenera- 
tion of the liver tissue. — John W. Brennan, M.D. 


Eight Further Cases of Radiation-Induced Cancer. 
MicHaEL Garrett. Brit. M. 7., 1959, 1: 1329. 


THE INCIDENCE of radiation-induced cancer is in- 
creasing, mainly because enough time has passed to 
permit malignant changes to occur and manifest 
themselves after irradiation. The latent interval be- 
tween irradiation and the clinical onset of the result- 
ant malignancy in the 8 cases here reported varied 
from 20 to 44 years. In all 8 cases, irradiation had 
been given in the treatment of thyrotoxicosis. All pa- 
tients were women. 

Although the skin is the most common site for radi- 
ation-induced cancer, these cases were all in the 
larynx or pharynx, the postcricoid region being the 
most common site. 

A woman patient with a laryngeal or pharyngeal 
carcinoma should be thoroughly questioned regard- 


ing previous irradiation, for she may not volunteer 
the information. So many years have usually passed 
that she does not relate her symptoms to the previous 
treatment. 

In some of these cases, further irradiation was used 
to treat the carcinoma. The causative agent in a 
cancer does not determine its radiosensitivity. The 
degree of damage to the surrounding tissue may be a 
factor, however, in discouraging the use of further 
irradiation treatment. —Stanley W. Tuell, M.D. 


The Limits of Medical Therapy and the Possibility 
of Surgical Therapy in Irradiation Lesions (Limiti 
della terapia medica e possibilita della terapia chirugi- 
ca nelle lesioni da raggi). A. Azzouint, A. Mtant, and 
G. Japicuino. Rass. ital. chir. med., 1958, 7: 777. 


Nine cases of irradiation burns are reported, all very 
extensive and deep, all inore or less chronic, and all 
developing at lengthy intervals after the adminis. 
tration of the irradiation therapy. The treatment 
consisted of radical excision of the ulcerated and 
chronically altered tissues and covering of the wound 
surface by rather thick skin grafts (approximation, 
tubular, or free). Included in the original text are 22 
photographs which show the types and location of the 
lesions and the therapy used. Both the character of the 
lesions and the treatment used are familiar (M. L. 
Mason. Q. Bull. Northwest. Univ. M. School, 1947, 21: 
45). The authors do not favor grafting at the time of 
the surgical excision. They prefer to wait a few weeks 
or days to see if further ulceration occurs. During this 
waiting period the wound should be protected from 
trauma and from infection (antibiotics), but should 
not be treated with chemical disinfectants, especially 
those with corrosive tendencies. 

Clinical cure was obtained in all but 1 instance; 
this was a farmer who neglected his condition for 
about 2 years after the malignant degeneration of the 
lesion should have been recognized. In this patient 
the malignant process had spread to the meninges and 
cerebral venous sinuses so that no cure was possible. 
This instance is included merely to show the im- 
portance of treating the ulcerated lesions before 
malignant degeneration occurs. 

On the whole, the authors believe that medical 
therapy is advisable only in the more recent, acute, 
and reversible lesions. They think that surgical re- 
sults, as here depicted, should enlarge the indications 
for the free graft of moderate thickness and, even more 
significant, should enlarge the field of irradiation 
therapy. The roentgenologist, knowing that eventual 
burns can be successfully treated surgically, may be 
assured in the application of relatively enormous dos- 
ages, when indicated, and not feel constrained to limit 
the irradiation therapy to the point where he is as- 
suming the risk of insufficient dosage. 

The authors believe that surgical therapy is indi- 
cated for the acute necrosing forms as well as for the 
chronically dystrophic and ulceronecrotic lesions. 

— John W. Brennan, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


Fall of Blood Pressure After a Noradrenaline In- 
fusion and Its Treatment by Pressor Agents. J. H. 
Burn and M. J. Rano. Brit. M. 7., 1959, 1: 394. 


DresPITE THE FACT that noradrenaline is an effective 
pressor agent and does not raise the heart rate, the 
blood pressure falls to a low level after the cessation of 
its infusion. Noradrenaline is present in all organs 
innervated by sympathetic nerves and modifies the 
response of the organ to this substance reaching it by 
way of the blood stream. 

By the use of spinal cats previously injected with 
reserpine to reduce their noradrenaline stores, the 
response to various sympathomimetic amines was 
recorded. The infusion of such animals with norad- 
renaline at a constant rate causes an initial blood 
pressure rise followed by a steady decline, despite con- 
tinued infusion. When a pressor amine such as 
ephedrine is injected at the termination of a norad- 
renaline infusion, there is a pronounced rise in blood 
pressure in such animals. This appears to act by the 
noradrenaline which has been stored in the vessel 
wall during infusion being released very slowly prior 
to the injection of the pressor amine. Derivatives of 
phenylethanolamine, such as aramine, vasoxine, and 
propadrine, are more nearly related to the cate- 
cholamines, such as noradrenaline, and therefore have 
an intermediate type of reaction after noradrenaline 
infusion. These substances act in part directly, like 
noradrenaline, and in part indirectly, by releasing 
noradrenaline from vessel walls. 

The main conclusion drawn from this investigation 
is that when an intravenous drip of noradrenaline has 
been given, and the blood pressure falls to a low level 
when it is stopped, the right procedure is to inject one 
of the pressor amines and not to resume the drip. 

—Stuart L. Scheiner, M.D. 


Dextran-Reacting Antibodies in Human Serum. LEn- 
NART JACOBSSON and JaNos ZsiGa. Acta Soc. med. 
Upsaliensis, 1958, 63: 165. 


NATURAL DEXTRAN is a polysaccharide produced by 
Leuconostoc mesenteroides. Partially hydrolyzed dex- 
trans are used as infusional colloids. A great many 
normal subjects exhibit a positive skin sensitivity re- 
action to natural dextran. 

_A survey of normal subjects and hospitalized pa- 
tents was conducted with reference to the occurrence 
of dextran-reacting antibodies in human serum. Only 
one of the hospitalized group had ever received dex- 
tan. Of 845 normal individuals, antibodies were 
detected in 4.3 per cent, and of 852 hospitalized 
patients, in 4.9 per cent. 

_ The surprising positive findings may be explained 
inanumber of ways. Immunization via the alimentary 
tact is a possibility. Natural dextran reacts with some 
antisera of pneumococci, the Salmonella group, and 
Streptococcus viridans. Positive precipitation tests 


have been observed in humans with immunization 
against pneumococcal polysaccharides 1,2,3,5,7, and 
8. Absorption with pneumococcal polysaccharide has 
not, however, in other experiments changed the level 
of dextran-reacting antibody in human serum. 
Surgeons using dextran may expect sensitivity re- 
actions, based upon the occurrence of antibodies, in 4 
to 5 per cent of the population, even though these 
individuals have had no previous infusion of dextran. 
—Carl H. Calman, M.D. 


Studies on Melanoma. Sex and Survival in Human 
Melanoma. Laurens P. Wuite. N. England 7. M., 
1959, 260: 789. 


A REviEw of the California Tumor Registry and of 
other statistics reveals that females have a distinctly 
greater chance of 5 year survival from melanoma 
than do males. No reports in which the sex distinction 
is made have shown the reverse. Statements appearing 
in the literature regarding the threat posed by the 
combination of melanoma and pregnancy are not 
supported by statistical evidence. 

Some of the extensive data reviewed by the authors 
reveals that, among the California registry of 747 cases 
and exclusive of ocular melanoma, the 5 year ex- 
pectancy in females is 43.5 per cent versus 28.2 per 
cent in males. There is an increasing incidence after 
the age of 30, however. In the few cases collected, 
survival was distinctly better under age 30, being 
about 70 per cent in both groups, male and female. 

Similar figures for ocular melanoma were obtained, 
female survival being 66 per cent and male, 38 per 
cent. Survival is better under the age of 40. 

Among 74 cases of cutaneous melanoma collected at 
Stanford, 5 year survival in females was 40.0 per cent 
and apparent cures, 28.6 per cent. For males com- 
parable figures were 25.6 per cent and 7.4 per cent, 
respectively. 

Of a compilation of cutaneous melanoma statistics 
from Stanford, the California registry, and 9 other in- 
vestigators, a total of 985 cases for males revealed a 
23.4 per cent 5 year survival and of 916 cases for 
females a 34.5 per cent survival. 

There is little doubt that the main thesis of this 
review concerning sex and survival in human mela- 
noma has been amply documented. Naturally the 
question of hormonal influence on the growth of mela- 
noma is raised. Little information is available on this 
disease in the course of pregnancy. Some women in 
the 41 to 55 age group noted the onset of tumor 
growth, or metastatic growth, with the menopause. 

It seems unlikely that earlier diagnosis in the female 
is an explanation of the enhanced survival. It is also 
unlikely that 5 year statistics tell the entire story, as 
long latent periods are notorious in metastatic mela- 
noma. Such latent periods, of course, also serve to 
point to the importance of biologic influences apart 
from malignant potentiality. The authors believe that 
the sex difference is maintained when survivals for 
periods of over 5 years are compared. 
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The differential prognosis in males and females, 
the benignity of melanoma in children, the possible 
adverse effects of pregnancy, and possibly the in- 
fluence of the menopause on female survival, do sug- 
gest a hormonal influence. Castration, estrogen ad- 
ministration, adrenalectomy, and hypophysectomy 
have all been without effect on the course of the 
disease. It is possible that the hormonal influence is 
one of inhibiting the metastases, or micrometastases. 

The data presented certainly do not bear out the 
belief that melanoma is the most malignant of all 
human tumors. —Carl H. Calman, M.D. 


Malignant Melanoma, an Analysis of 135 Cases. 
Rosert B. Cuirron, Cuarves D. Knicut, and W. R. 
Matuews. Am. Surgeon, 1959, 25: 189. 


ONE HUNDRED AND THIRTY-FIVE PATIENTS with malig- 
nant melanoma have been treated in the Tumor Clinic 
of the Confederate Memorial Hospital, Shreveport, 
Louisiana. A 5 year survival rate of 29.7 per cent is 
reported. The current policy of therapy is radical 
excision of the primary lesion, which may require 
amputation. Lymph node dissection, in continuity if 
possible, is advised if areas of lymphatic spread are 
accessible and predictable. Radical surgery such as 
hemipelvectomy or interscapulothoracic amputation 
has been abandoned as routine therapy because of the 
conviction that the small increase in survival does not 
outweigh the associated mutilation and disability. 
Twenty-two Negro patients are included in the 
series and specific details of the group reported be- 
cause of the rarity of melanoma in the Negro race. 
—W. F. Montgomery, M.D. 


Recurrent Tumors of the Entire Right Lower Ex- 
tremity (Fibromes récidivants de tout le membre 
inférieur droit). J. P. Catvet, F. Busser, and Davy. 
Presse méd., 1959, 67: 370. 


A CASE IS REPORTED of a man who experienced pain 
and swelling in the right buttock when 30 years of 
age. Subsequently, during a 7 year period, 11 opera- 
tions were performed to excise a tumor closely ad- 
herent to the sciatic nerve and its branches. ‘Che point 
of origin of the tumor was immediately inferior to the 
sciatic notch. Recurrences extended as fa- distally as 
the calf of the right leg, remaining closely adherent to 
nerves and necessitating the removal of adjacent 
muscle. There was never fixation to skin or involve- 
ment of blood vessels. Although adherent to nerves, 
the tumor did not invade nerves. When last seen, the 
patient was alive and having an eleventh recurrence. 

Histologic apjearance of the tumor remained the 
same with each recurrence. The architecture was uni- 
form. It was a cellular tumor and consisted mostly of 
fibroblasts. There were no histologic features of malig- 
nancy. In spite of many recurrences, the authors be- 
lieve that their data establish that the tumor is benign. 

Although fibromas occur more frequently than 
fibrosarcomas, recurring benign fibromas of the type 
reported are very rare. 

Surgical excision is the only effective therapy. The 
question arises as to whether radical amputation may 
be justified in some patients. An insufficient number 
of cases have been reported to settle this point. 

— Frederick W. Preston, M.D. 


Mondor’s Disease, Case Report (Sulla malattia di Mon. 


dor). ALpo TALLariGo. Arch. ital. chir., 1959, 84: 385, 
THE PATIENT, a 55 year old mother of 10 children who 
had no previous pathologic history, noted, 20 days 
before admission to the author’s service, the more or 
less typical signs and symptoms of this condition as 
originally described by Mondor (Mém. Acad. chir, 
Par., 1939, 65: 1271), that is, in the presence of ex. 
cellent health pain was noted in the inframammary 
region, particularly when the breast was drawn up. 
ward. The physical examination disclosed two cuta- 
neous striae in the form of slender cord-like elevations, 
These cords began under the right breast, were about 
5 mm. apart, and could be traced downward in the 
form of an inverted V, finally disappearing about 3 
to 4 cm. below the costal arch on the right side. The 
cords were firm on palpation and painful on pressure; 
they were apparently rather firmly attached to the 
overlying skin. An incision was made, under local 
anesthesia, and a portion of both cords was removed 
for biopsy. 

Histologically, the two sections of cord were found 
to be composed of blocks of dense, hyaline connective 
tissue, irregularly rounded and passing without sharp 
delineation into the surrounding fatty tissues. There 
was no evidence of arterial or venous vascular struc- 
ture. In the surrounding tissues were numerous capil- 
laries which were filled with blood. The appearance 
of the histologic sections causes the author to believe 
that these lesions were more than 20 days old; how- 
ever, nothing can be postulated with reference to the 
date of origin, or to the pathogenesis of the process. 

With regard to treatment, all investigators agree 
that any form of treatment is useless. Farrow recom- 
mends that the benign character and tendency to 
spontaneous resolution of the process be always kept 
in mind and that all useless therapy be avoided, par- 
ticularly when this lesion follows an intervention for 
mammary cancer in order not to create unjustified 
apprehension. 

In the author’s patient the biopsy wound healed 
without incident and she states that she has been 
almost entirely relieved of symptoms. 

—John W. Brennan, M.D. 


A Familial Observation of the Peutz-Jeghers Syn- 
drome (Une observation familiale de syndrome de 
Peutz-Jeghers). J. Gumttarp, R. Laumonir, J. 
Sever, and R. Bouter. Arch. mal. app. digest., Par., 
1959, 48: 165. 


THE PROBAND was the oldest child of the third genera- 
tion; she was 19 years of age, suffered from scoliosis, 
was mentally retarded, and presented a complete 
Peutz-Jeghers syndrome. 

When first seen, this young woman had been suf- 
fering for about a year from various digestive dis- 
turbances, of which the most serious was an 8 day 
period of violent pains and vomiting, involving 
principally the upper right region of the abdomen. 
The vomitus had contained large amounts of mucus. 
She was a heavy eater. 

Physical examination disclosed some heavily pig- 
mented plaques on the buccal mucosa and some tiny 
pigmented flecks about the lips. The roentgenologic 
examination revealed widespread polyposis of the 
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stomach, predominantly involving the fundal region. 

A psychotic attack caused this patient to be con- 
fined in a sanatorium; here, however, she suffered a 
severe intestinal attack suggesting an invagination 
and was returned to the authors’ service for surgery. 
At operation, a double invagination of the initial 

rtion of the jejunum was found. Beginning at the 
duodenojejunal angle, a meter and a half of the 
jejunum was resected. Above the zone of resection 
two polyps were extracted (double enterotomy) from 
the jejunum; others could be palpated within the gut, 
but they were quite small. The operation relieved all 
symptoms. 

The pathologic findings and clinical course in the 
father of this girl were quite similar. The invagination, 
situated about 1 meter distal to the duodenojejunal 
junction, was manually deinvaginated. Here again 
two large polyps (one in the jejunum, the other in the 
ileum 1 meter from the ileocecal angle) were removed 
by double enterotomy. The result of this operation was 
excellent; at present the patient has no evidence of 
gastrointestinal disturbance. 

The proband had 3 brothers and 1 sister. One of 
the brothers was dead at birth, another died when 8.5 
years old of an invagination. In this case no history of 
lentiginosis could be elicited; however, it may have 
been overlooked (larval). The third brother had 
typical plaques and flecks about the mouth and on the 
face. He refused to undergo a gastrointestinal exam- 
ination. The sister was normal. The grandfather on 
the father’s side had a history of repeated attacks of 
intestinal occlusion. 

Histologic examination of the operatively removed 
specimens from the proband and from her father 
showed dystrophic lesions of the gastric mucous mem- 
brane, consisting in a transformation of the cells of 
the gastrointestinal glands to those of a mucus- 
producing type. — John W. Brennan, M.D. 


Sudeck’s Syndrome (Das Sudeck-Syndrom). H. Remé. 
Deut. med. Wschr., 1959, 84: 589. 


THE FIRST OBSERVATIONS of Sudeck were made 
shortly after roentgen rays were applied in diagnosis 
of bone diseases. Sudeck spoke about “‘acute inflam- 
matory bone atrophy” (1900) and “‘acute trophoneur- 
otic bone atrophy after inflammation and trauma of 
the extremities.”” Atrophy was then his primary con- 
cept in describing lesions of the long bone, whether 
or not they were associated with specific or nonspecific 
inflammation of soft tissues or bone or were part of 
nerve injuries, paralyses, or fractures. Sudeck’s inter- 
pretation of the condition changed in his last works: 
“Collateral Inflammatory Reaction of Extremities 
(So Called Bone Atrophy),” in 1938, and ‘“Col- 
lateral Inflammatory Healing-Dystrophy-Atrophy of 
the Extremities,” in 1943. 

Three phases of the condition may be differentiat- 
ed: (1) the acute reaction associated with hyperemia, 
hyperthermia, hyperhydrosis, hypertrichosis, and 
acute bone rarefaction; (2) the dystrophic phase; and 
(3) the terminal atrophic phase of healing with a 
residual defect and lessened ability to resist stresses. 
The acute phase was identified in 82.1 per cent of 497 
normally healing fractures. The process dissipates 
spontaneously in most cases. An area of rarefaction in 
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the neighborhood of a fracture thus interpreted re- 
quires no therapy beyond the usual care given for 
fractures. 

Bone atrophy associated with bacterial bone infec- 
tions, as in osteomyelitis, often leads to diagnostic 
errors, Sudeck’s bone atrophic changes being inter- 
preted as of specific bacterial nature. The author de- 
scribes similar changes associated with thrombo- 
phlebitis and a case of brain tumor. 

Conditions which in the German literature are 
interpreted as part of Sudeck’s syndrome were de- 
scribed in the American literature as “‘posthemiplegic 
reflex dystrophy,” “‘reflex sympathetic dystrophy,” 
“shoulder-hand syndrome,” “frozen hand,” and 
“frozen shoulder.” Similarly, Leriche’s “raideur, 
oedéme, raréfaction osseuse qui persiste” represents 
the same process. 

The pathologic picture of Sudeck’s syndrome shows 
decreased tendency to calcification of osteoblasts and 
fibrosis of the bone marrow. Chemically, only slight 
depression of the phosphatase activity is noted in the 
acute phase; the dystrophic phase is characterized by 
a marked phosphatase inhibition. Experimentally, 
bone changes characteristic of Sudeck’s atrophy may 
be seen in fractures resulting in pseudarthrosis and 
after nerve trunks of the sciatic nerve are cut. It is of 
interest that such changes occur in bones distant from 
the primary trauma. 

The inflammateory phase of Sudeck’s syndrome re- 
quires no treatment, and in 90 per cent of cases heal- 
ing will ensue. The dystrophic phase may be in- 
fluenced by physical therapeutic measures, procaine 
block, and procedures on the sympathetic nervous 
system. The latter carry the danger of paradoxical 
responses. The value of cortisone was not fully evalu- 
ated; it must be kept in mind, however, that ACTH 
and cortisone, because of inhibition of proliferative 
processes, may produce osteoporosis. 

—Karel B. Absolon, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Tetanus. Ertk Wang ANDERSEN and R. A. NAVARATNE. 
Acta anaesth. scand., 1958, 2: 81. 


THE AUTHORS studied the cases of 356 patients with 
tetanus treated at the General Hospital in Colombo, 
Ceylon, between 1953 and 1955. The over-all mortal- 
ity in this group was 28.9 per cent (103 deaths in 356 
cases). For 93 children (67 boys and 26 girls), the 
mortality was 24.7 per cent. For 190 adult males the 
mortality was 28.9 per cent and for 73 adult females 
the mortality was 34.2 per cent. 

It is of interest to note that active immunization 
against tetanus is not practiced in Ceylon. These 
patients received symptomatic treatment with paral- 
dehyde, surgery, antitetanus serum, antibiotics, exten- 
sive nursing care, and mephenesin, which the authors 
felt was a valuable adjunct to therapy. They noted 
that with this drug (whose main action is to cause 
muscular flaccidity while maintaining normal mus- 
cular tone), obstruction to air passages did not de- 
velop and the patients were able to feed themselves, 
thus reducing mortality as well as the need for nursing 
care. 
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From this study several interesting points were 
noted. The lower extremities were the sites of entry in 
159 cases and in 111 cases the sites of entry were un- 
known. Tetanus developed in 11 cases in connection 
with ear infections. In 126 cases with a short incuba- 
tion period (1 to 9 days), the mortality was 36.5 per 
cent, as compared to those cases in which the incuba- 
tion period was longer,'9 to 21 days, with a mortality 
of 9.9 per cent. 

The authors stress the fact that immunization would 
probably reduce the over-all mortality, and that more 
clinical and experimental work remains to be done 
before the mortality of the disease can be significantly 
reduced. — John Joseph Hudock, M.D. 


Tetanus; Prophylaxis and Treatment of the Disease. 
Donatp E. Ross and J. J. Kraut. California M., 1959, 
90: 322. 


THE PROPHYLAXIS AND TREATMENT of tetanus are 
clearly defined. The case for tetanus immunization 
is clearly stated, supported by the insignificant inci- 
dence of tetanus in battle casualties during World 
War II. 

The bacteriology and pathophysiology are con- 
sidered. The universality of the organism is noted. It 
is present in the gastrointestinal tract of man and 
animals. Once infection occurs, the organism remains 
localized in the wounded area. Transport of the 
toxin is reputedly via the nerves or perineural 
lymphatics. The action of the toxin is to block 
inhibitory synapses in the central nervous system. This 
loss of inhibition accounts for the intense response of 
the organism to stimuli. 

Tetanus prone wounds are numerous and vary from 
severe crushing injuries to insignificant abrasions. 
Burns, blisters, and pricks may offer a portal of entry. 
Early and adequate treatment of wounds is necessary. 
The elimination of dead tissue is mandatory. This 
can be accomplished by wound excision, and debride- 
ment with copious irrigation. Early “‘cover’’ for bone 
and tendon is necessary. 

Prophylaxis can be obtained by the use of toxoid 
which confers an active immunity. The incidence of 
reactions to tetanus toxoid is extremely small, but the 
incidence of reaction to antitoxin is very high and the 
reaction can be fatal. 

The procedure for active immunization is described. 
This is particularly advocated for people who are 
sensitive to horse dander. The immunity produced by 
toxoid will last an average of 4 to 5 years, and in some 
instances 10 years. Booster doses are advocated at 5 
year intervals. Patients should be made aware of the 
fact that they have been immunized with toxoid. 

Passive immunization is obtained with antitoxin. 
There are many risks associated with its use. In an 
individual who has not been actively immunized with 
toxoid it may be wise to withhold antitoxin if the 
wound can be adequately cleansed. The dosage of 
antitoxin is being increased. A dose of 3,000 to 5,000 
units is now advocated. With tetanus-prone wounds 
a larger dose (10,000 units) is suggested. 

Because of the high incidence of reactions to anti- 
toxin a careful history for allergic tendencies should 
be sought. As a test for sensitivity, an intradermal or 
ophthalmic test of the serum may be carried out. The 


former method is that most frequently recommended, 
Desensitization is accomplished by subcutaneoy 
administration of diluted doses of antitoxin. The 


dosage is gradually increased until 5,000 units have | 


been administered. An emergency set should be near. 
by during desensitization. 

Antitoxin may be administered intravenously for 
the treatment of tetanus. The same precautions must 
be taken to guard against reactions. If there is no drop 
in blood pressure during the administration the 
patient will usually tolerate the entire calculated dose, 

Reactions to antitoxin are usually mild, and re. 
spond to antihistamines and epinephrine. Anaphylac. 
tic responses require aggressive therapy that may 
include (1) adrenalin, (2) oxygen, (3) vasopressors, 
and at times tracheotomy. Late serum sickness may 
not be manifest for from 7 to 14 days. 

Antibiotics may be of value, especially the tetra. 
cycline derivatives. A dose of 500 mgm. every 8 hours 
for 3 to 5 days is suggested. Reports on this aspect of 
prophylaxis are encouraging. 

Symptoms may develop early, but the average in- 
cubation is 14 days. Early symptoms herald the de- 
velopment of a severe case. After the diagnosis is made 
the patient should be isolated from most extraneous 
stimuli. 

Circulating toxin can be neutralized with antitoxin. 
The authors suggest a total dose of 200,000 units, half 
of which is given intravenously and the remainder 
subcutaneously. The patient should be given adequate 
sedation in the form of barbiturates. Blood trans- 
fusions from toxoid immunized persons may be of 
benefit. Corticoids have not proved to be of value. 

—R. L. Lawton, M.D, 


DUCTLESS GLANDS 


Treatment of Cancer of the Thyroid Postoperatively 
with Suppressive Thyroid Medication, Radioactive 
Iodine, and Thyroid-Stimulating Hormone. B. 
Catz, D. W. Petit, H. Scuwartz, F. Davis, and 
Others. Cancer, 1959, 12: 371. 


A CAREFUL TREATMENT PLAN for carcinoma of the 
thyroid was applied to 54 patients: (1) surgical re- 
moval of all normal or malignant thyroid tissue in the 
area of the primary disease, (2) euthyroid main- 
tenance by means of dessicated thyroid or sodium 
levothyroxine administration, (3) thyroid-stimulating 
hormone (TSH) administration at intervals followed 
by I"! in tracer dosage, with scintigrams of the neck 
and chest, in a search for otherwise undemonstrable 
metastatic foci, and (4) therapeutic doses of I! in the 
treatment of any metastases discovered in the scinti- 
grams. Five representative case reports are presented 
in detail. 

The authors point out the difficulty of performing a 
total thyroidectomy and show that 14 of 15 patients 
undergoing this procedure were found to have residual 
foci of thyroid tissue as proved by scintigrams. After 2 
to 6 years of observation 26 of the original 44 patients 
were considered metastasis-free following surgery. 
Elimination of such remnants of thyroid tissue was 
possible by the administration of therapeutic doses of 
I'3! after TSH stimulation. 

In 78 per cent of the patients with metastases, there 
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were areas that took up I'*! due possibly to the fact that 
thyroid cancer in every instance was made up of 
multiple histologic types. Metastatic papillary car- 
cinoma was functional (or collected fit) in 6 of 8 
cases, while all 7 patients with follicular cancer 
showed functional metastases. One alveolar cancer 
was functional, and two solid adenocarcinomas were 
nonfunctional in their metastases. The survival rate in 
the metastatic group was 56 per cent and, of 8 deaths, 
4 occurred in patients whose metastases, initially func- 
tional, ceased to pick up I*! because of definite 
variance between the major histologic component and 
the initial one seen at operation. 

With high doses of thyroid hormone, which blocks 
the production of TSH and causes a reduced rate of 
tumor growth, well differentiated types of carcinoma 
may persist and this differentiated tissue will then 
respond to TSH stimulation and I!*! destruction. Final 
confirmation of this very promising study will require 
further follow-up analysis. 

« —William R. Nelson, M.D. 


Total Thyroidectomy for Cancer of the Thyroid; Sig- 
nificance of Intraglandular Dissemination. R. LEE 
Crark, JR., E. C. Wutre, and WiLu1am O. RussELL. 
Ann. Surg., 1959, 149: 858. 


WITH THE ADVENT of radioactive iodine, the utiliza- 
tion of total thyroidectomy as a means to improve the 
uptake of this agent in metastatic foci resulted in the 
finding of frequent intraglandular dissemination of 
thyroid cancer. Whole organ studies and routine 
pathologic analyses were used ir evaluating the total 
resections. Of 324 patients with thyroid cancer, 79 
underwent primary total thyroidectomy (no previous 
curative surgery had been done) and 41 secondary 
total procedures (after an initial definitive operation). 
Unilateral neck dissection was performed in many 
cases, and in a few, more extensive procedures were 
carried out. 

Multiple histologic cancer types in a single setting 
were often encountered and intraglandular dissemina- 
tion was found in 54 per cent of 120 cases analyzed. 
Of 41 cases in which total thyroidectomy was em- 
ployed following prior definitive but less radical 
surgery, analyses demonstrated residual cancer in 19. 
Whole organ sections taken at 50 micron intervals 
were found to give a far greater incidence of intra- 
glandular dissemination than routine studies. 

The complications of total thyroidectomy (hypo- 
thyroidism, recurrent nerve injury, and hypopara- 
thyroidism) have been emphasized by those opposed 
to the routine use of this procedure in thyroid cancer. 
Tetany has been the most significant complication 
and in 12.5 per cent of this series there was “per- 
manent” evidence of hypoparathyroidism (lasting at 
least 12 months). This complication has been man- 
aged with only slightly more difficulty than hypo- 
thyroidism. 

The spread of thyroid cancer is contained first by 
the thyroid capsule, secondarily by the paracapsular 
nodes, and finally by nodes of the deep jugular and 
mediastinal areas. Standard radical neck dissection is 
carried out only with clinical evidence of metastasis 
and is performed bilaterally when indicated. Total 
thyroidectomy is performed for all types of thyroid 
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cancer including the papillary variety since it too 
tends to disseminate within the gland. The definitely 
increased morbidity from this procedure is a cal- 
culated risk and should be held at a minimum by the 
surgeon’s careful attention to the integrity of the re- 
current nerves and parathyroid glands. Long term 
results of this therapeutic regimen have yet to be 
determined but it holds promise for a lowered in- 
cidence of local and distant dissemination. 
— William R. Nelson, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Mixed Tumors of the Skin of the Salivary Gland 
Type. ArTHuR Purpy Strout and Joun G. Gorman. 
Cancer, 1959, 12: 537. 


FoR SOME YEARS it has been recognized that mixed 
tumors of the salivary gland type can develop in 
various parts of the skin, and it is very generally 
assumed that these tumors develop from sweat glands. 
The authors’ object was to try to determine if malig- 
nant change ever occurs in mixed tumors of the sweat 
glands, and, at the same time, to assemble all other 
available information concerning this group of 
tumors. A total of 134 cases, including 39 cases re- 
corded in the files of the Laboratory of Surgical 
Pathology of the Columbia University College of 
Physicians and Surgeons, New York, New York, has 
been studied. Great caution must be exercised when 
dealing with mixed tumors of the face and neck areas 
when salivary glands or mucous glands are nearby in 
order that only those tumors that definitely arise in 
the skin may be included. 

The majority of the patients had the tumors re- 
moved in the period from the fourth through the sixth 
decade although the largest number of tumors was 
reputed to have started during the third through the 
fifth decade. This suggests that the average rate of 
growth is rather slow. The tumor is almost twice as 
common in male patients as it is in female patients. In 
men more than two-thirds of the tumors developed in 
the head and neck area. The nose, the upper lip, 
the cheek, and the scalp were the areas most fre- 
quently involved, and they accounted for 60 per cent 
of the 91 face and head region tumors. The great 
majority of tumors were small, although 1 measuring 
12 cm. in diameter-has been reported. The mean 
duration of time between the discovery of the tumor 
and its removal was 7 years. In most cases the growth 
was slow. No exact correlation of tumor duration with 
size could be made, but most of the large tumors were 
of long duration. Follow-ups were available for 
extremely few patients. 

The tumors are generally described as being round- 
ed masses located just beneath the epidermis, which 
cannot be moved over them and which is often ele- 
vated by the tumor. They are almost always movable 
on the underlying tissues. They are lobulated and 
circumscribed, but like all tumors in the skin they are 
not truly encapsulated. The cut surface is generally 
described as variegated with firm white areas, mucoid, 
cystic, and cartilaginous foci, and rarely bone. Ex- 
tension into the submucous fat is usual. Occasionally 
these tumors become pedunculated, and some of them 
become superficially ulcerated as a result of trauma. 
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Microscopically, the histologic patterns seen in 
mixed tumors of the skin are similar to and show the 
same variations as those in mixed tumors of the salivary 
glands. They probably arise from sweat glands and 
show the same mixture of epithelial cell proliferation 
in myxoid or cartilaginous areas as are found in their 
salivary gland counterparts. The proportions of the 
two varieties of tissue are extremely variable. 

The question of whether or not malignant tumors 
develop from benign mixed tumors of sweat glands 
has been a subject of major interest for the authors. 
After a careful survey of all reported cases of malig- 
nant sweat gland tumors of all types as well as the 
mixed tumors of sweat glands, the authors could find 
none that satisfied them as acceptable. Unquestion- 
ably malignant tumors develop in sweat glands, but 
no proved case has been reported as developing from a 
mixed tumor of sweat glands. 

A unique example is reported of a mixed tumor of 
sweat gland type situated beneath the deep fascia of 
the leg. — Bernard C. Gerber, M.D. 


EXPERIMENTAL SURGERY 


Experimental and Clinical Studies on the Applica- 
tion of Monomolecular Cellulose Filter Tubes to 
Create Artificial Tendon Sheaths in Digits. FRANK- 
tin L. AsHLEy, RosBert S. STONE, MIGUEL ALONSO- 
ARTIEDA, JOHN M. Syverup, and Others. Plastic @ 
Reconstr, Surg., 1959, 23: 526. 


VARIOUS SUBSTANCES have been used in the past in an 
effort to separate a healing tendon from the surround- 
ing connective tissue and prevent adhesions. Metallic 
and synthetic materials, fat and fascial autografts, 
and homografts have all been used without much suc- 
cess. 

In this study, the Achilles tendon was severed in 


rabbits and resutured with fine nylon. In half the 
animals, the anastomosis was covered with a sheath 
of nylon web reinforced filter paper sufficiently porous 
to permit the diffusion of tissue fluids necessary for 
healing, yet small enough to prevent the migration of 
connective tissue cells. A similar sheath has been 
applied for a distance of 2 or 3 cm. on either side of 
the suture line and sutured around the anastomosis in 
21 patients undergoing primary or secondary repair 
of tendons or nerves in the hands or wrist. 

Unprotected tendon repairs were bound to adja- 
cent structures by an extensive “callus.” In contrast, 
the nylon web sheath prevented the formation of 
adhesions. Severed tendon ends maintained in ap- 
proximation by suture and enclosed by such a sheath 
were connected by generous growth of connective 
tissue within a week. The nylon tube must be handled 
in an extremely gentle fashion, however, since the 
cellulosic material that forms the filter plate within 
the nylon web is very brittle. Disruption of this ma- 
terial allows fibroblasts to grow readily through the 
comparatively coarse nylon web matrix, and adhe- 
sions form between the tendon and the surrounding 
paratenon. 

Healing at the tendon ends was noted to occur 
without participation of the tendon cells or endotendi- 
neum. The connective tissue forming the anastomotic 
scar seemed to arise from the peritenon, although this 
could have formed from the paratenon at the ends 
of the nylon sheath, or entered through unnoticed 
areas of disrupted filter out of the plane of microscopic 
sectioning. Function was noted to be superior in all 
patients in whom the nylon sheath was used, especial- 
ly in anastomoses in the distal palm and digits. Nylon 
sutures at the anastomotic site held satisfactorily, and 
seemed to cause a minimal amount of tissue reaction. 

— Stuart L. Scheiner, M.D. 











